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DURATION OF COURSES 
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for the M.A. or M.A.Sc., and at least 3 years for the Ph.D. 
Courses commence in early September of each year. 


RECOGNITION BY ROYAL COLLEGE 


A year of attendance, provided a Diploma is obtained, satisfies part of the require- 
ments for the Certification or Fellowship programmes of the Royal College of 
Physicians and Surgeons of Canada in the approved medical specialties. 


BURSARY ASSISTANCE AND FELLOWSHIPS 


Bursary assistance may be available to candidates approved by Provincial Depart- 
ments of Health. Overseas candidates should consult their government. 
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Control of Standards and Utilization: 
Principle and Practice’ 


G. G. SIMMS,? M.D., D.P.H. 


HE development and maintenance of a high standard of patient care is the 

prime function of a provincial hospital services plan; this can be stated 
categorically as a fundamental principle. 

When it is appreciated that every member of the staff from the kitchen 
domestic to the administrator, and every service and facility of the hospital 
affect the standards of patient care, then it is evident the control of standards of 
care is truly a tremendous undertaking. 


Hospital By-Laws 

Basically, the control of standards is the prerogative and duty of the hospital 
board. The board, as the “supreme authority” in the hospital, has “the legal 
and moral responsibility for the conduct of the hospital as an institution”, and it 
is an accepted duty of the board “to see that proper professional standards are 
maintained in the care of the sick”. 

It may be said that standards control is determined initially and in great 
measure by the by-laws under which the board operates. With this in mind, our 
legislation provides that, in effect, hospital by-laws are subject to review, revision 
and approval by the Hospital Insurance Commission. The experience to date 
underlines the thesis that without adequate and proper by-laws, setting up neces- 
sary committees, and explicitly designating areas of authority and responsibility 
etc., standards control dies stillborn. 

Our practice is to refer by-laws to a special committee with representation 


1Presented at the annual meeting of the Canadian Public Health Association, Halifax, 
N.S., May 31-June 2, 1960. 


“Executive Director, Nova Scotia Hospital Insurance Commission, Halifax, N.S. 
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from the Commission, Commission counsellors, and Commission consultants. 
This committee carefully reviews by-laws, enters into correspondence with the 
hospital boards in regard to them, and ultimately makes recommendations to the 
Commission. Final review and, of course, approval is a Commission function. 


Hospital Construction 


Hospital construction has a most important bearing on patient care. The best 
of boards, with the best of by-laws, may find themselves in a most difficult 
position if they have been so misguided as to authorize the construction of a 
hospital which is so laid out and built that the maintenance of good standards is 
a practical impossibility. Unfortunately, such situations have developed in the 
past; usually it has been the result of ill-advice, undue haste in planning or false 
economy. In Nova Scotia, we have taken particular measures to ensure that 
hospital construction is of high standard in all respects. Authority in this regard 
stems from both the Hospital Insurance Act and the Public Hospitals Act. The 
former states that it is a function of the Commission and it has power, “to take 
all proper steps to develop and maintain a co-ordinated system of hospitals, 
training schools and related health facilities throughout the province”, and “to 
approve or disapprove the establishment of new and additional hospitals and 
any changes in hospitals”. The latter Act provides that, “no person shall add a 
building or additional facility to a public hospital or make renovations in a 
public hospital unless the plans and specifications for the building, facility or 
renovation, have been approved by the Commission”. 

The first provincial survey regarding hospital bed requirements was made by 
Dean C. B. Stewart in 1948, in connection with the nation-wide health survey 
carried out at that time. At the request of the Hospital Services Planning Com- 
mission (the predecessor of the Hospital Insurance Commission), Dr. Stewart 
brought this survey up to date during the latter part of 1957; this survey formed 
the basis of the recommendations of the Hospital Services Planning Commission 
in regard to bed requirements. In the fall of 1958, Dean Stewart again reviewed 
the bed requirements. At this time, based on 1959 discharges, another review 
is being made. Obviously every attempt has been made to have information that 
is reliable and up to date. 

The master plan for hospital construction in Nova Scotia may be briefly, 
although somewhat inadequately summarized, as follows: the province is 
divided into 9 hospital regions; and it may be said diagramatically that in each 
region there will be a regional hospital in the center of the region with local 
hospitals on the periphery. 

The local hospital will carry out the traditional function of the small general 
hospital. 

The regional hospital will have certain well developed, specialized departments 
such as the clinical laboratory, X-ray department, physiotherapy, a long stay 
patient unit, and a small number of psychiatric beds. Patients requiring more 
complex diagnostic services and treatment services will be referred to the regional 
hospitals. 

In Halifax there is located the third type of hospital, namely the referral 
hospital. In these hospitals there will be the very highly specialized diagnostic 
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and treatment services for patients requiring such things as cobalt beam therapy, 
cardiac surgery, neurosurgery, etc. It is to the referral hospital that patients will 
go who require the most complex diagnostic and treatment facilities. 

When a hospital wishes to expand its beds or facilities, the formal application 
by the board is very carefully reviewed by the Commission in the light of the 
overall master plan for a co-ordinated and integrated system of hospitals in the 
province. 

Detailed plans of hospitals are reviewed equally carefully by a special com- 
mittee of the Commission, composed of Commission members, Commission 
counsellors and consultants. The consultants are in such fields as hospital admini- 
stration, nursing services, laboratory services, radiology, physical medicine, child 
and maternal health, etc. This Hospital Construction Committee makes recom- 
mendations to the Commission, and of course, it is the duty and right of the 
Commission to review the plans and give final approval. 

It is evident from this brief summation of the practice in Nova Scotia, that 
major emphasis is placed on hospital construction because of the great import- 
ance that construction has in relation to standards in the hospital. Of course, it 
is also a fact that very great economies can be effected by having an integrated 
and co-ordinated system of hospitals and by seeing to it that hospitals are esta- 


blished only according to a master plan, and so constructed that they will provide 
maximum efficiency. 


Provision of Adequate and Properly Trained Staff 


The employment of staff is the next important step which has a definite bear- 
ing on the standards of patient care. Notably in the past, and to some degree at 
present, hospitals have been under the severe handicap of not always being able 
to engage the qualified staff they would like because of lack of funds. If hospitals 
had not been hospitals, then this handicap would have resulted in low standards 
of hospital care. Since the days when services were almost entirely rendered by 
religious orders, hospitals have been, traditionally, charitable institutions which 
have attracted outstanding people who, because of their dedication and charity, 
have more than compensated for the lack of finances. Notwithstanding, the 
relatively low salaries paid by hospitals have meant that many young people have 
not looked to hospital work as a career. Well qualified and highly trained 
individuals have quite understandably sought employment in hospitals, par- 
ticularly in the United States, where they could receive higher salaries and 
therefore do better by their families. 

It is not to be expected that our province, or any province, can hope to match 
the highest going rate for hospital personnel. A gradual change in the remunera- 
tion levels is, however, taking place so that now the inducement to leave the 
province is not as great as it was in the past. Certainly, no matter how dedicated 
the staff may be, it is not possible to render a high quality of patient care if there 
is not the trained staff. It is the practice of the Commission to take every 
reasonable step to encourage necessary specialized training for hospital personnel, 
and also to encourage, insofar as is practical, the employment of qualified people 
in hospitals when the service performed requires that the individual be specially 
qualified. In this matter of training, the Department of Public Health and the 
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Commission work closely as one team. After about a year and one-half’s opera- 


tion of the plan, training is being stepped up in a satisfactory manner, and more 
qualified personnel are being employed by hospitals. 


Hospital Services 


Most of us when we speak of “hospital services”, have in mind such thera- 
peutic and scientific services as nursing, physiotherapy, the clinical laboratory, 
the X-ray department, the pharmacy, the dietary department, etc. These might 
be described as the “direct services”, and of course, they are the obvious ones. As 
I have had occasion to point out before, we all too frequently forget what might 
be called the “indirect services”. For example, the services provided by the 
medical record department, the maintenance department, the housekeeping de- 
partment, etc. These services are of real importance to the patient, and indeed 
some are essential for his comfort and safety. Too many of us are well aware of 
the disastrous results to patient care should such a mechanical thing as the air- 
conditioning in the operating room prove ineffective. 

The basic concept and practice, relative to the control of the standard of 
hospital services in this province, is actually very ample and in the traditional 
mode—the maximum authority compatible with a hospital insurance plan is left 
in the hands of the hospital board. This concept and practice is based on two 
facts; first, the standard of care of the patient is the moral and legal responsibility 
of the hospital board; second, the people in the hospital are best qualified 
ordinarily to pass judgment on the standard of care, as they are closest to the 
patient and most fully cognizant of the facts and details. 

While the initial authority and responsibility is left with the hospital board, of 
course, the Commission may not and does not waive its right and duty to exercise 
its proper function as the provincial authority in respect of that part of the 
Hospital Insurance Plan which has to do with standards control. 


Hospital Standards Committee 


It is a requirement of the Regulations Under the Hospital Insurance Act that 
there be set up a Hospital Standards Committee. This committee, which is set 
up by the board of the hospital, is composed of not fewer than three persons, 
including the superintendent and must have representation from the board and 
the medical staff. The function of the committee is to: “assist and advise the 
hospital board in developing and maintaining high standards of services and 
reasonable and proper utilization of services”. The committee has the obligation 
of reviewing semi-monthly, such things as admissions, length of patient stay, drug 
usage, diagnostic services, nursing services, and all other such matters which have 
to do with the standard of services and the utilization of services. Moreover, this 
committee is obliged to advise the hospital board if in its opinion the standard 
of any service is unsatisfactory or the utilization of any service is not reasonable 
and proper. 

The regulations also make it mandatory that in each hospital there be set up a 
Medical Sub-Committee of the Hospital Standards Committee. The membership 
of this medical sub-committee is made up of the medical members of the Hospital 





April 1961 HOSPITALS: CONTROL OF STANDARDS 139 


Standards Committee, together with such other members of the medical staff as 
are appointed by that staff. The function of the medical sub-committee is to 
study matters primarily of a medical nature, and to report to and advise the 
Hospital Standards Committee on such matters. 

The effectiveness of this setup, which provides for the maximum of local 
control and self discipline, has been more than satisfactory; particularly as the 
initiation of the Hospital Insurance Plan was a radically new development in 
the hospital field, and the plan has only been in operation about a year and one- 
half. A clear indication by the Commission that it wished the hospitals to be 
self-governing and self disciplining was maturely accepted by both hospital 
boards and medical staff. They have responded generally to this placing of 
authority in their hands, by accepting the attendant responsibilities. The very 
great majority of problems are handled properly and effectively at the hospital 
level, and never come to the Commission. 

The regulations also provide that in each hospital region there is to be set up 
a Regional Standards Committee, on which there is to be representation from 
each hospital in the region. The Commission has determined that the representa- 
tives from each hospital are to be the chairman of the board (or an alternate), 
chairman of the medical sub-committee, the administrator, and the director of 
nurses. The function of this committee is to conduct studies, relative to standards 
of care and utilization, and to do all possible to effect a high standard of care 
and proper utilization of services in the region by means of such studies and by 
the dissemination of information to hospital boards and staffs in the region. 

To date, these regional standards committees have not been activated. Experi- 
ence has indicated that during the initial one or two years of the plan, when so 
many common problems arise and when so many procedures are new and un- 
tried, it is more efficient and profitable to have province-wide institutes. In effect, 
these institutes could be considered as meetings of the regional committees on a 
provincial basis. The first Hospital Insurance Institute was held during April, 
1958, and the second one was held during September, 1959. We believe that 
these institutes were outstanding successes, and that they were very largely re- 
sponsible for the relative smoothness with which the Hospital Insurance Plan 
went into effect, and for the subsequent successful operation. 

At meetings of regional standards committees, it is intended that all necessary 
Statistical material will be made available by the Commission. This material will 
deal with such things as length of stay by disease, drug usage, medical records, 
and numerous other topics having to do with the multitude of services provided 
by the hospital. Of course, the Commission will also co-operate by helping to 
provide outstanding and stimulating speakers. It is considered that a regional 
standards committee, with the data supplied by the Commission and others and 
its own studies, will be in a position to assess accurately its status among the 
other regions. Individual hospitals within a region will be able to compare their 
experience with hospitals of a similar size and nature in the same region and in 
other regions. Any statistical information provided by the Commission will be 
of such a nature that only the hospital in question will be able to recognize that 
its own statistics are being discussed. In this way, there will be full and free 
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discussions, and ultimately many sound and profitable lessons to be learned, 
without embarrassment to any institution. In brief, it is our firm opinion that 
these sub-committees, acting as study groups and disseminators of up-to-date 
and reliable information, can and will be the source of the greatest development 
of high standards of care in our institutions. 

At this point it might be noted that there has been set up by the Commission, 
a special committee on research and statistics. This committee, like other com- 
mittees of a similar nature, has representation from the Commission, counsellors 
of the Commission and consultants to the Commission. This committee is work- 
ing closely with the national sub-committee on quality of care, research and 
statistics; indeed, one of the members of the provincial committee is a member 
of the national sub-committee. A number of meetings of the provincial sub- 
committee have been held and progress is being made toward the setting up of a 
comprehensive study of the statistical material available to the Commission. 
This committee of the Commission will produce statistical material which in due 
course will be passed along to the regional standards committees. 

The Hospital Insurance Commission is aware that it has an inherent right and 
duty in regard to standards, and this right and duty cannot be abrogated. The 
regulations under the Hospital Insurance Act provide for a Provincial Standards 
Committee, which is to exercise when necessary an ultimate control in regard to 
standards. This Provincial Standards Committee is composed of members of the 
Commission, whose duty it is, insofar as is possible, to see to it that there is 
developed and maintained a high standard of hospital services and reasonable 
and proper utilization of such services in all hospitals of the province. 

The Provincial Standards Committee is well aware that this duty and re- 
sponsibility is a most serious one. Accordingly, every effort is made to ensure that 
any final decision it makes is based on sound and proper reasoning. To this end, 
the Provincial Standards Committee has sought and does have the advice and 
assistance of most competent advisory groups. 

The most important advisory group to the Provincial Standards Committee 
is the Professional Technical Advisory Committee. This committee is composed 
of consultants in the fields of surgery, internal medicine, paediatrics, obstetrics, 
psychiatry, general practice, hospital administration, research, hospital construc- 
tion, radiology, clinical pathology, child and maternal health, and nursing. Seven 
of the members, in the six fields first mentioned, have been selected from direct 
nominations of the Medical Society of Nova Scotia. There have been ten meet- 
ings of this advisory committee and they have been of the greatest possible 
assistance to both the Provincial Standards Committee and the Commission. 

The Provincial Standards Committee and the Commission have also benefited 
very greatly by the counsel and assistance of the three other main advisory 
groups to the Commission: the Health Insurance Committee of the Medical 
Society of Nova Scotia, the Advisory Committee of the Nova Scotia Hospital 
Association and the Advisory Committee of the Registered Nurses Association 
of Nova Scotia. With such competent advice readily available, the Provincial 
Standards Committee has been able to act with confidence, feeling its decisions 
to be the right and proper ones. 
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In specific instances, notably in connection with long stay patients, there have 
been some doubts in respect of the medical necessity for in-patient services over 
an extended period. The regulations provide that when such a doubt exists, the 
Commission may appoint and empower a Medical Review Board to report on 
the case. To date, the Commission has so appointed and empowered medical 
review boards to visit some half dozen hospitals in the province. Because of the 
high calibre of the consultants making up these review boards, and because of 
their competency and tact, the results have been generally most satisfactory. 
Indeed, on a number of occasions, the Hospital Standards Committee and the 
Medical Sub-Committee, particularly the latter, have expressed their pleasure 
at the visit of the Medical Review Board and have asked them to come again 
as soon as convenient. 

The Commission, in its Division of Administration and Standards, has on 
staff, qualified counsellors in the field of nursing, hospital administration, 
pharmacy, X-ray technology and laboratory technology. The function of these 
counsellors is to advise the Commission in regard to all matters having to do 
with their special fields and also to assist and advise hospitals. These counsellors 
make periodic visits to the various institutions and are in frequent correspondence 
with them. As has been the experience in other provinces, the hospitals are most 
appreciative of the services of these counsellors; indeed, the only criticism we 
get is that they are not able to visit them more often. 


Summary 

A brief outline has been presented of the principles to which the Nova Scotia 
Hospital Commission adheres in regard to the control of hospital standards and 
the actual practice of the Commission. Our concept is that the maximum pos- 
sible control should be left at the hospital level and that any decisions that the 
Commission has to make in regard to standards should be based on the most 
competent professional advice. 

It is appreciated that principle and practice vary relatively widely among the 
participating provinces. It is very probable, at least at this time, that such 
divergence is all to the good. The experience of the nine provinces, using dif- 
ferent approaches, should serve to reveal the strengths and weaknesses of various 
administrative procedures. In Nova Scotia we do not believe that we have reached 
the ultimate but we have been more than satisfied with our own particular 
approach. With the fine co-operation of hospital boards, the Hospital Associa- 
tion, the Medical Society, the Registered Nurses Association and others, we 
have been able to effect a significant start in our program, which like the pro- 
grams of all provinces, has as its ultimate purpose the provision of the highest 
possible standard of care to patients in hospitals. 
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Diplomas or Master’s Degrees: Patterns of 
Postgraduate Education in Public Health 


A. J. RHODES,' M.D., F.R.C.P.(Edin.), F.R.S.C. 


ROGRAMS of postgraduate instruction in public health subjects are broadly 

similar in the fourteen university Schools of Public Health in Canada and the 
United States and are of comparable standards and duration. In Canada, how- 
ever, a postgraduate receives a diploma on satisfactory completion of a course, 
whereas in the United States he receives a Master’s degree, usually the Master 
of Public Health (M.P.H.) degree. 

Schools of Public Health in North America, including the two Canadian 
Schools, are accredited by the American Public Health Association, and are 
members of the Association of Schools of Public Health. Both these groups 
recognize that the Canadian diploma courses in public health are equivalent 
academically to the one year Master’s programs offered in the United States. 

This brief note will give some explanation of the different procedures followed 
in Toronto and in the United States Schools of Public Health. 

Education at the postgraduate level in public health was started at the Univer- 
sity of Toronto in 1912 when a course, under the jurisdiction of the Faculty of 
Medicine, leading to the Diploma in Public Health, was given for physicians. 
Establishment of the School of Hygiene as an autonomous division of the 
University in 1925 provided the framework for the introduction of further 
courses in the field of postgraduate education. For example, the following courses 
have since been established: 

Diploma in Industrial Health (D.I.H.), 1943;* Diploma in Veterinary Public 
Health (D.V.P.H.), 1944; Diploma in Dental Public Health (D.D.P.H.), 
1944;** Certificate in Public Health (C.P.H.), 1944; Diploma in Hospital 
Administration (Dip.H.A.), 1947; Diploma in Bacteriology (Dip.Bact.), 
1958; Diploma in Nutrition (Dip.Nutrit.), 1959. 

In awarding diplomas for the satisfactory completion of these postgraduate 
courses in public health subjects, the University of Toronto follows the well- 
established custom of medical schools in the United Kingdom, a practice fol- 
lowed not only in Canada but also in Australia, New Zealand, India and South 
Africa. 

The diploma pattern, in public health as in other branches of medicine, is 
well understood throughout the Commonwealth, and the status of the D.P.H., 

1Director, School of Hygiene, University of Toronto. 

*This course, together with the D.P.H., remains under the jurisdiction of the Faculty 
of Medicine; most of the instruction is given by the Staff of the School of Hygiene. 


**This course is under the jurisdiction of the Faculty of Dentistry; much of the instruc- 
tion is given by the Staff of the School of Hygiene. 
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D.I.H., Dip.Bact., and other diploma courses in public health subjects is high. 
Study for these diplomas is recognized as part of the training required in public 
health, industrial health, and medical microbiology. 

In postgraduate education in the United States, a different academic pattern 
has been followed in public health as in other subjects. Most American univer- 
sities offer a Master’s degree for a program of course work of a character which 
in Canada and other parts of the Commonwealth is held to merit a diploma. 
It is realized by some in the American Schools of Public Health that this academic 
“up-grading” has its disadvantages. 

In the University of Toronto the degrees of Master of Arts and Doctor of 
Philosophy are under the jurisdiction of the School of Graduate Studies. Work 
for these degrees is done in departments known as Graduate Departments 
approved by the School of Graduate Studies. A reasonably clear distinction 
exists between the admission requirements and curricula for Master’s degrees, 
for example the Master of Arts, and for diplomas. Thus, in most departments, 
Master of Arts degrees are awarded on satisfactory completion of a program of 
advanced work based on research. The courses, seldom more than four or five 
in number, are chosen so as to afford background for the research project. 
Candidates for the degree must be well-prepared at the undergraduate level, and 
have the equivalent of an honours course in the subject to be studied at the 
Master’s level. Candidates not so well prepared are required to spend a qualifying 
year before admission to the formal program, which lasts for one or two years, 
depending on the tradition of the particular department sponsoring the candidate, 
and the nature of the research project undertaken. 

Toronto diploma courses, in contrast, are intensive, last for one academic 
year and many subjects are taught during the year. Although most of the 
constituent courses are at an advanced level, some are of an introductory nature, 
designed to present material not covered in the undergraduate course, e.g., 
courses in sociology and in accounting offered to some students in hospital 
administration, and anthropology offered to students in nutrition. Most of the 
working day, five days a week, is occupied with formal lectures, seminars, 
assignments, library periods, and laboratory exercises. Research does not form 
part of the course. 

A diploma course may be said to cover the field of study in width, whereas a 
Toronto Master’s program focuses in depth on part of the field. Furthermore, a 
Master’s program is of a general cultural character and is not a professional 
qualification. A diploma is generally regarded as a recognized professional 
qualification. 

Diploma courses fulfill a real need in providing intensive instruction for those 
entering professional careers in public health, and since the establishment of the 
School of Hygiene some 1,050 graduates have been awarded diplomas. Although 
the teaching staff often wishes that these courses could extend over two years, 
there is no indication from the provinces that students would be released for 
such a period. Furthermore, the present School of Hygiene facilities could not 
accommodate double the number of diploma students. 

It is of interest to note another difference in administration between the 
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Canadian and American Schools of Public Health. In Canada, several of the 
diplomas are open only to persons with appropriate professional training. Thus 
the Diploma in Public Health and the Diploma in Industrial Health courses are 
open only to physicians, the Diploma in Veterinary Public Health only to 
veterinarians, and the Diploma in Dental Public Health only to dentists. We 
believe that this restriction to students with a professional training makes for 
more uniform teaching and a higher level of instruction, as all candidates have 
a similar background. It is unnecessary to waste time in explaining the meaning 
of technical terms. In other courses, for example the Diploma in Bacteriology, 
Diploma in Nutrition, and Diploma in Hospital Administration, candidates may 
come from more than one professional discipline, although some previous 
experience in the subject of study is required. 

One of the most controversial features of postgraduate education in the 
United States Schools of Public Health is the practice of admitting to a single 
degree program (Master of Public Health) persons with backgrounds as widely 
divergent as medicine, veterinary medicine, dentistry, nursing, and health 
education. Many believe that this practice has served to obscure the professional 
status of the M.P.H. degree. It is of particular interest that one of the leading 
Schools of Public Health in the U.S.A. has now practically restricted admission 
to the M.P.H. to physicians, other programs being available for those with 
different professional skills. This is the principle which has been carried out in 
the University of Toronto since 1912. 

In the University of Toronto, work for graduate degrees is carried out in 
departments known as Graduate Departments specially approved by the School 
of Graduate Studies. In the School of Hygiene it is possible to work for the M.A. 
in the following public health subjects: bacteriology, virology, mycology, 
immunology; nutrition and foods; public health administration, preventive 
medicine, health services administration, physiological hygiene, public health 
education; and parasitology. 

Master’s programs include a research project and four or five courses chosen 
in relation to the research topic. Candidates must be well-prepared academically, 
or a qualifying year of course work will be required. Successful completion of 
an appropriate diploma course, or the holding of the equivalent of an honours 
degree in an applicable subject, would generally be regarded as “adequate pre- 
paration” for entry into a Master’s program. 

It will be seen, therefore, that in the University of Toronto, the Master’s 
degree course in public health subjects is regarded as a period of advanced post- 
graduate study. In the United States Schools of Public Health, the Master’s 
degree is awarded for the period of initial postgraduate study. 

The subjects available in the School of Hygiene for the Master’s degree cover 
much of public health, not only in the well-established aspects, but in the newer 
and challenging field of health services administration. There is a great need in 
the health services in Canada today for persons with initiative and freshness of 
approach. A period of advanced study can do much to enhance the contribution 
of persons with these attributes. 








Evaluation of the Local Health Program’ 
COPE W. SCHWENGER, M.D., D.P.H2 


HE following excerpt is taken from a letter received several months ago from 

one of our leading local medical officers of health: “All of us, I suppose, are 
more or less being pressured to take on new things, most of them well worth 
while, but of course one can only do new things by dropping some of the old. 
I do not think anyone seriously imagines that we can add new staff. Probably 
there are bits of our existing program that we could delete, but it is not easy to 
decide what they are.” 

As a result of this particular quandary the Program Committee decided to 
make “Program Evaluation” the over-all theme of our present conference. No 
doubt this has caused some real soul-searching on the part of many of those 
who are delivering papers. It is hoped that this critical frame of mind will not 
be limited to the guest speakers and that the discussion will produce some hard 
thinking by all delegates to this annual meeting. Let’s not pose that perennial 
question “Where are we going in Public Health?” Rather, let us put our 
emphasis on “What good are we doing in our present public health programs?” 
The latter must be answered in order to proceed rationally to answer the former. 
It is also sincerely hoped that when we return home from this conference we 
shall encourage the development of what has been called an “evaluative climate” 
in the local health department in which all members of the staff will ask such 
questions as “Is this service carrying out the function which was originally 
intended?” and “Should other services more in tune with present-day needs be 
instituted?” 

Certainly public health evaluation is not a new concept and has been carried 
out to a varying degree since the inception of public health services. Dr. G. T. 
Palmer gives a fascinating account of the history of evaluation in the United 
States dating back to 1850 with Lemuel Shattuck’s famous report on the sanitary 
condition of Massachusetts (1). The American Public Health Association pub- 
lished its first evaluation schedule in 1876 and since that time there have been in- 
numerable surveys, inventories, appraisal forms, evaluation schedules, health 
indices, community health studies, etc. 

There is no doubt that these attempts served to raise to a remarkable degree 
the standard of public health practice in the United States (and inevitably in 
Canada). Many will recall the competitions in the United States from 1929-43 
when health departments were graded by the A.P.H.A. in the National Health 
Conservation Contest and certificates and plaques were awarded to the “best” 

‘Presented at the annual meeting of the Ontario Public Health Association held in 
Toronto, October 3—5, 1960. 

“Assistant Medical Officer of Health, East York-Leaside Health Unit, Toronto. 
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departments. Perhaps a little more of this competitive spirit would serve a useful 
purpose today in Canada in spite of the possible odious comparisons. 

There have been three full-scale evaluation conferences in the United States. 
The University of California held the first in 1948 (2) and the University of 
Michigan has sponsored two conferences, one in 1955 (3) and the latest in 
September, 1960. Anyone interested in this subject should certainly obtain 
copies of the proceedings of these conferences. 


What is “Evaluation”? 

Many people at this meeting will be asking and others answering the question 
“What is ‘evaluation’?” It can mean something slightly different to each one of 
us. Evaluation takes place whenever a judgment or decision is made and, 
whether we realize it or not, we are constantly weighing alternatives and making 
assessments. “Consciously or unconsciously evaluation is an inseparable part of 
human life and one of the characteristics that distinguishes the cerebrating homo 
sapiens from the instinct-guided reflex-conditioned behaviour of the lower forms 
of animal life” (4). 

The difficulty in the past has been that much of what has passed for evaluation 
has been subjective and insufficiently documented to permit comparison with 
other programs elsewhere or even with the same program at different times. The 
first step should be to agree on what we all mean by evaluation. As an adminis- 
trative term it has been recently defined by the A.P.H.A. as “the process of 
determining the value or amount of success in achieving a predetermined objec- 
tive” (5). This compares closely with the W.H.O. definition “Factual reporting 
and assessment of the progress made towards attaining the objectives set out in 
the plan of operation” (6). 

In addition to this important matter of whether or not we reach a goal a 
decision must first be made as to whether the goal itself is really worth while 
in terms of other more pressing needs. What is the relative importance, for 
instance, of a program which has resulted in discovering so many cases of flat 
feet and so many defective tonsils as compared to a program which has been 
shown to reduce the number of deaths due to home accidents? Are certain 
present-day programs still needed to accomplish objectives which were perhaps 
set twenty to thirty years ago and which may no longer be crucial? Obvious 
examples in this regard are outmoded procedures in communicable disease 
control. How much use are certain isolation and quarantine procedures in 
Canada today? As the number of cases of tuberculosis continues to decrease, at 
which point do we become less intensive in our search for new cases and more 
extensive in our concern for other perhaps even more imposing chronic diseases? 

Program or service evaluation must certainly involve all members of the staff 
at all levels. The junior sanitary inspector should evaluate his individual inspec- 
tion visits and the senior inspector, the whole program. The junior public health 
nurse should evaluate her individual home nursing visits and the supervisor, the 
total nursing service. Evaluation must be aimed from service to the individual 
and family all the way through to the health of the total community, which 
certainly involves far more than the local health department (7). 
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When to Evaluate 


Both the A.P.H.A. and W.H.O. definitions imply that evaluation must be 
built into the whole program right from the planning stage. Undoubtedly there 
are many public health staff members who are clear in what they are attempting 
to do, that is, they have a definite goal in mind which is carefully weighed and 
chosen before beginning. Unfortunately, many other departments develop health 
programs along historical lines without reference to the potential of these 
services for effecting desirable change, that is, without very much forethought. 
In planning the program an attempt should be made to make the objectives clear 
cut, specific, and measurable if at all possible. 

In the operation of the program one must decide how often one is going to 
look critically at the results. Don’t delay evaluation until the program is finished. 
Otherwise one may come to the unfortunate conclusion that the whole thing has 
been a waste of time and that had one only known earlier then the program 
could have been adjusted, unnecessary expense avoided and resources rechan- 
neled. For example, if you have planned on X-raying all nursing home residents 
for tuberculosis set your objective and at periodic intervals stop and review how 
far towards the objective you have reached. As soon as you have an inkling that 
something is not going right either change the objective or change the program. 

After the program has been completed there should be a final so-called 
“achievement evaluation” (3). This may have to take several years and much 
patience will be required to await the outcome. 


Difficulties Encountered 


There are several rather important things to keep in mind that add to the 
difficulties of evaluating public health programs. The first involves the multi- 
plicity of different forces in the community influencing the health and behaviour 
of its members. Think of the bewildering number of health and welfare agencies, 
service clubs, women’s groups, etc. involved in this matter of public health in 
one way or another and the enormous difficulty in trying to sort out the effect 
of one agency in the total effort. 

Another very real barrier to effective evaluation is finding suitable and practical 
indices of accomplishment. Most of our attempts at evaluation in reports, papers 
and studies are in terms of effort rather than accomplishment. By indicating 
a large number of items presumably we are indicating that something worth 
while has been accomplished, be it number of lectures given, number of 
pamphlets given out, number of home visits, or number of inspections. This, of 
course, is notoriously poor evaluation, but unfortunately is sometimes the only 
device we have. The hardest job in evaluation is to measure quality rather than 
quantity (7). 

Wherever possible we should use observable and objective indices. The 
classical method is, of course, to compare mortality and morbidity statistics. 
These become increasingly less useful as the health standard of the community 
increases. Other statistics such as discharges from mental hospital or readmissions 
for tuberculosis are becoming increasingly useful. In larger populations we must 
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utilize survey techniques with adequate sampling and this necessitates the help 
of a statistician. J. N. Morris refers to this technique as “operational research” 
or evaluation of the need and effectiveness of health services and maintains it is 
one of the primary functions of epidemiology (8). 

If we are unsuccessful in getting some objective criterion then we may be 
forced to use standards which have been set up by various authorities on the 
basis of value judgments. These criteria become generally accepted by health 
departments and they become well-intentioned (though initially disproven) 
essential public health services. To be fair, however, a great number of our 
advances in public health have been made on this basis. Local health departments 
must be very careful to relate these various “essential” or popular programs to 
their own particular area. Are they really necessary? Do they satisfy local needs? 
Unfortunately, all too often the young medical officer gets out into his community 
to start a program with very little opportunity for thinking things out, he is 
pressured into accepting the traditional public health services which will probably 
remain in effect for decades and may not be entirely applicable to that particular 
area. Public health programs must remain flexible and subject to change, but 
unfortunately, they often become routine and the routine remains static for ten 
or twenty years (3). 

The field study or survey is a method of subjective evaluation of health depart- 
ments based on what other health departments are doing. The Americans have 
been very keen on these surveys and a recent example in Canada is the survey 
of full time local health departments by Drs. E. W. R. Best and W. H. le Riche. 

Merely getting the job done is certainly not sufficient. There are other essential 
factors to be taken into consideration in evaluating the success of any program. 
For instance, how much time did it take on the part of staff members? Was it 
excessive? Did really essential services have to be curtailed? How much wear 
and tear was there on the members of the staff? If the program had been foisted 
on an overworked staff giving rise to dissatisfaction and poor morale the program 
might better have been left undone (7). Last but not least is the matter of cost. 
Careful studies in New York State estimated that it cost an exorbitant amount 
of money and time to detect a single case of syphilis in a prenatal screening pro- 
gram. The local health department has questioned whether it can really afford 
this type of service. As cases of tuberculosis become scarcer we shall have to ask 
the same searching question in respect to the cost of picking up a single case of 
tuberculosis. 

In order to evaluate what the program has actually accomplished it is essential 
to have adequate records. A great deal of improvement is needed in the daily and 
monthly report forms of sanitary inspectors and public health nurses in terms 
of their evaluative usefulness. It is also important to review records and pro- 
cedures from time to time. Are they really serving a useful purpose? They should 
not be changed too often but when they are, everyone using them should have 
a hand in revamping them, and statistical advice should be available to increase 
their usefulness. It might even be possible to allow tabulation by IBM punch 
cards (7). 
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Help Needed 


In order to bring about the necessary changes health departments are going 
to need a great deal more help than they have received in the past in the evalua- 
tion of local programs. It may be a considerable nuisance, but nothing is better 
for the souls of public health workers than having to account for the way in 
which federal health grants have been expended. How much effort is made to 
find out what has been accomplished by the rest of the program? I believe that 
certain provincial departments of health could serve a very useful purpose here 
by evaluating more frequently the annual report form in terms of present-day 
needs and objective accomplishments. This revised report form should be filled 
out annually by all health departments, the results should be collated each year 
and a report sent back to the local health department to give it some idea of 
where it stands in terms of services in the rest of the province. 

Four states in the United States: California, New York, Maryland, and Rhode 
Island, have set up divisions of research and evaluation. I hope that some day 
this type of service may be made readily available to local health departments in 
Canada, whereby epidemiological and statistical advice may be more easily 
obtained by local departments and encouragement and assistance offered in 
carrying Out special surveys. 

Local health departments can do a great deal in the way of self-help by hold- 
ing more frequent and regular conferences with staff members concerning the 
services that have been rendered. Such a simple procedure as five minutes at the 
end of a child health clinic asking pointed questions about the procedures, 
bottle-necks, dissatisfactions, etc. can be very beneficial. Also, health departments 
can help each other in evaluating programs not only at their regional conferences 
but in sending to all other local departments copies of their annual reports which, 
it is hoped, will give others the opportunity to evaluate new and challenging 
services. 


Public Evaluation 

Last but not least—how does the public evaluate our program? After all, we 
are public servants and must account to the people for our actions. Are they 
getting their money’s worth? Public health personnel at all levels quite rightly 
become absorbed in evaluating the amount of salary they are receiving as com- 
pared with their neighbours. The public would perhaps be more convinced if 
we spent more time evaluating our qualifications for deserving these increases in 
terms of the success of our public health programs. The community has a right 
to learn at regular intervals what is going on, what the health department is 
trying to do, and what has been accomplished. Reports to the public do not have 
to be tedious and could be much more provocative; health departments do not 
need to conceal problems or imply perfection (7). I feel that we would get far 
more co-operation from the community if we were more honest and regular in 
our reporting to the public. 

Another method of getting co-operation is to involve the whole community 
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in a survey of all the local health facilities. This has proved to be a great success 
in the United States wherever attempted and I suggest that communities have a 
look at the recent A.P.H.A. Guide to a Community Health Study (1960) for 
some ideas which might be incorporated into a local study. When people become 
involved they become interested and are as a result more likely to lend their 
support (9, 10). 

Health departments are receiving pressure from the public to initiate programs 
in accident prevention, chronic illness, aging, mental health, etc. and rightly so! 
Many activities in these fields are well worth undertaking and have proved their 
value where instituted. We may or may not be able to persuade our boards that 
we need more personnel, facilities or money. As desirable as these items may be, 
why don’t we take a really critical look at our present programs? In this way 
opportunities might well be found to incorporate some of these newer and more 
important challenges into our present program. 
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SOMNIAME 


Manpower in Canadian Dentistry—The Dentist 


“We must aim at improving the dentist population ratio by 1980. 
Supposing we aim at 1 to 2,500. This requires graduation of 317 new 
dentists each year, from 1965 to 1968, and thereafter until 1980 an 
additional 133 each year for a total of 450 per year. Additional facili- 
ties, probably two or three moderately sized dental colleges will have 
to be built and register their first classes by 1964. Planning for these 
schools should be under way now.” 


R. G. Ellis, D.D.S., M.Sc.D. 
Faculty of Dentistry, University of Toronto, 
Canad. Dent. Assoc. Journal, Vol. 27, No. 1, page 5. 








An Analysis of Home Visits to 
Newborn Infants' 


H. M. CARPENTER,’ R.N., M.P.H. 


RE we spending our time wisely in maternal and child health? This question 
was in the minds of the Director and Public Health Nursing staff of the 
East York-Leaside Health Unit when the University of Toronto School of Nursing 
approached the health unit with a proposal to study some aspects of the nursing 
service. The faculty of the School was interested in securing experience in 
research methods and in maintaining a close contact with the health agencies. 
As questions were being raised by the staff of the health unit and by paediatricians 
in the community concerning the value of visits by nurses to newborn infants, 
it was decided to undertake an analysis of these visits. The objective of the study 
was to secure as much information as possible concerning the visits and to seek 
answers to the following questions—What is the purpose of these visits? What is 
the content of the visits? What needs of the mothers do the visits meet? The 
interest and co-operation of the nursing staff were secured, and the study 
commenced in May 1958. 

The policy of the health unit is for the nurses to visit families in which a birth 
is reported upon receipt of the birth registration notice. During a three-week 
period in May, the nurses made 93 visits of which 83 were analysed in the study. 
One week following the nurses’ visits, an interviewer visited sixty of these 
families, to secure information concerning the visit as perceived by the mother. 
The interviewer was not a nurse and had had no previous association with the 
health unit. 

The scope of the study was limited to first visits made by 14 nurses in the 
East York-Leaside Health Unit to newborn infants during a three-week period. 
The findings are relevant to this area only. No generalizations can be made in 
relation to other communities or to visits to newborn infants made by public 
health nurses in other health departments or health units. Two methods were 
used to record the nurses’ visits—the tape recorder, and the written record. Each 
method of recording had certain limitations. The content of the tape-recorded 
visits may have been altered by the fact that the mother and the nurse were 
conscious that the visit was being recorded. The tape recorder was set up after 
the nurse had introduced herself and the purpose of the visit. Insofar as the 
nurses were able to secure a complete record of the visit without interruption or 

1A report of an analysis of home visits made to newborn infants by public health 
nurses in the East York-Leaside Health Unit, Toronto. Presented at the annual meeting of 
the Ontario Public Health Association, Toronto, Ont., Oct. 3-5, 1960. Copies of the study 


are available upon request from the East York-Leaside Health Unit. 
“Assistant Professor, School of Nursing, University of Toronto, Toronto, Ont. 
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undue disturbance, the tape had the advantage of providing an exact record of 
the content, including the mother’s participation, and the various methods used 
by the nurses in making these visits. 

The visits written in outline form may not have been entirely complete in that 
the nurses recalled the content after the visit was made. When the tape-recorded 
visits were analysed, the code form set up for the analysis of the content of the 
visits was used. As the team listened, they recorded each topic under the heading 
and the number assigned to it. All the topics touched upon, and all members of 
the family whom the nurse included in her discussion, were noted. The nurses 
who recorded the content of their visits in outline form did not have the code to 
use as a guide. They may not have included all topics raised during the visit, or 
all members of the family to whom teaching was directed. 

The content of the visits recorded by these two methods was tabulated sepa- 
rately. However, there was so little difference in the tabulations that they were 
grouped together for presentation in the report of the study. 

The interviewer used a questionnaire as a guide in her interview with each 
mother. She sought answers to the questions prepared in advance, but was given 
the liberty to modify these if necessary to secure the desired information. If 
another study of this nature were undertaken, greater care would be taken in the 
preparation of the interviewer and in testing the interview schedule prior to 
commencing the study, and additional safeguards would be used to protect 
against bias in the interpretation of the data. 


General information concerning the families 


The majority of the families were Canadian by birth, or came from the British 
Isles. A few were immigrants from such countries as Germany, Greece and 
Macedonia. Nine mothers were from these countries, one was from Austria and 
one from British Guiana (her native language was Portuguese). The English 
comprehension of the mothers whose first language was not English was assessed 
by the nurses as good or fair for all but three mothers. 

Most of the parents had education beyond the elementary school level. A few 
had education or training beyond secondary school, more of the fathers had 
such additional education than the mothers. Concerning the occupations of the 
fathers, few were in the professional or higher executive groups. The majority 
fell in the groupings: clerical sales workers, technicians and skilled and semi- 
skilled manual employees. Using education and occupation of the fathers as a 
guide the families were grouped into five social classes. The majority fell into 
classes III and IV. 

Of the sixty families visited by the interviewer, over one-third had lived in the 
community up to one year only; one-third had lived in East York or Leaside 
from one to five years, and the remainder over five years. For many, the visit 
made by the nurse to the infant was the first contact the family had had with the 
health unit. This was particularly true of families with first babies, in which 
twenty-one of the twenty-six mothers in this group said the newborn visit made 
by the public health nurse was the first visit they had had. It would appear that 
many families visited by the nurses on notification of a new birth have had little 
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contact with public health or visiting nursing services prior to the nurse’s visit. 
Many have lived in the community a relatively short time and would have had 
little opportunity to learn about the services. Some mothers told the interviewer 
they would have liked to have known about the service; some mentioned in par- 
ticular the prenatal classes. Some spoke of a need for help with the baby 
immediately upon returning home from the hospital. Although the main purposes 
of these visits as stated by the nurses was to assist with the care of the mother 
and baby and to help the family to meet their needs, in the light of these findings 
another important purpose would appear to be the interpretation of the health 
services available in the community. 


Background information relative to the nurses’ visits 

The public health nurse makes a home visit to each family in which a birth 
is reported. The visit is made without a request and without an appointment 
unless the nurse telephones the mother before she visits. In some instances there 
is not sufficient information on the birth registration notice to secure a telephone 
number. The information received by the health unit is essentially identifying 
only including such items as the mother’s name and address, the date of birth 
and sex of the infant, the name and address of the doctor who attended the 
mother at delivery, and the hospital in which the mother was confined. 

Approximately one-third of the families were known to the nurses prior to 
the newborn visit through previous visits, contacts at child health centers, or 
school health service. 

Fourteen mothers were visited during the prenatal period; in addition, three 
were known to have had prenatal visits during a previous pregnancy. Twelve 
attended prenatal classes; eight during this pregnancy and four during a previous 
pregnancy. Eight attended physical preparation classes; six during this pregnancy 
and two previously. 

The remainder were not known to the nurses prior to the visit. The birth 
registration information was the only information the nurse had about the family 
when she entered the home. This lack of data created a problem in that the 
nurses were not able to select visits in relation to the probable need for the 
service. They did not know if the infant was the first child, or if there was a large 
family. They had no information regarding the kind of home, level of education, 
or other data that would be of assistance in assessing need. They had no report 
concerning the progress of the mother or baby during the period in the hospital, 
nor did they have the date of discharge. The policy concerning discharge 
varied considerably in the hospitals in the area. The discharge date for mothers 
and infants whose progress was satisfactory was the fourth day in some hospitals, 
and the fifth, sixth, or seventh in others. These first newborn visits by the public 
health nurses were made between the seventh and thirty-seventh day following 
the baby’s birth, with nearly two-thirds falling between the fourteenth and 
thirty-seventh day. 

During the study period only four requests were received for newborn visits. 
Three of these requests were from families, the fourth was from a hospital health 
service nurse. It may be noted that although the health unit receives notification 
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from the hospital of mothers who attend prenatal clinics, there was no plan for 
notification concerning the date of discharge from hospital and the general health 
of the mother and baby following delivery. 

As the nurses did not have a report concerning the progress of the mother 
and baby during and following delivery, they asked the mother if she or the 
baby had had any difficulties. When complications were reported, they were 
recorded as deviations as no medical diagnosis was obtained. Twenty mothers 
spoke of deviations in relation to themselves. These included toxaemia, haemor- 
rhage, caesarian section, breast abscess, hemorrhoids, varicose veins, and 
phlebitis. Eight babies were reported to have had deviations. These included 
prematurity, blood transfusion (Rh negative), slight jaundice and a cyst on the 
eyelid. One mother said the baby had a “lack of calcium”, and one said there 
had been a possibility of brain haemorrhage and convulsions at birth. 


Medical supervision of infant 


Nineteen mothers stated they would have a paediatrician, and forty-five a 
general practitioner. Twenty-six attended the child health centers. The records 
of these families were followed for six months, and it was noted that thirty-seven 
of the families were visited a second time within this period; fourteen had 
additional visits beyond the second. A total of forty-eight of the eighty-three 
families received additional health unit service either through home visits or 
child health centers; thirty of these families were not known to the nurses prior 
to the first newborn visit. 

Nearly two-thirds of the mothers had some type of household help upon 
return home from the hospital. As far as could be ascertained the help was given 
by the husband who took his holidays, or by a relative or friend, in some instances 
for part of the day only. In eight houses the nurses felt the care of the household 
was not satisfactory; five mothers had no help; one had a relative who was 
leaving the day the nurse visited; another had her husband home on holidays 
but as she had had a caesarian section and other complications, and this was 
a first baby, she appeared to need considerable help. One-third of the mothers 
visited by the interviewer felt they had needed more help than they had been 
able to secure. 


Content of the nurses’ visits 


The purpose of this first visit to newborn infants was to give help to the 
mother in the care of herself and the baby, and to assist the family to meet their 
needs. The content of the visits was consistent with this purpose and was quite 
similar in all the visits. The nurses discussed topics relative to nutrition and care 
of the mother and baby and other members of the family. Resources of the com- 
munity were interpreted, emphasis being placed on health unit services, especially 
the child health centers. Literature was suggested or given to the mothers. 
Problems were frequently raised by the mothers. These appeared in the main to 
be normal occurrences in the development of an infant or young child but were 
things about which the mothers felt need for help or reassurance. A wide range 
of topics was touched upon, with the nurse taking the initiative in raising ques- 
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tions and guiding discussion. Relatively little use was made of demonstration. 

The content of the visits varied little with the number of children in the family, 
or the age of the infant whom the nurse visited. One would judge that the nurses 
tried on this visit through questions, discussion, and observation, to assess the 
home situation including the health of the mother, baby and older children as 
well as to give the mother information to assist her in her own and the children’s 
care. 

The mothers who felt a need for the service appeared to desire help with 
detail in relation to the physical care of the baby, and with questions concerning 
growth and development of the infant and older children. They seemed to find 
it helpful to have someone with whom they could talk over their problems, and 
to gain reassurance in the approach to these problems. They tended to seek help 
with aspects of child care one would not expect a doctor to discuss in detail, and 
were sometimes guided in their judgment concerning problems about which they 
should consult a doctor. 


Conclusion 


The families visited by the nurses on receipt of the birth registration notifica- 
tion had little prior knowledge of the service. They were a fairly mobile group, 
many of whom had lived in the community a relatively short time. 

There was a lack of co-ordination between the services of private physicians, 
hospitals, and health unit personnel. The majority of the hospitals referred to 
the health unit prenatal patients who attended the clinics. Only one mother was 


referred for service on discharge from hospital. No referrals were made by 
private physicians. 

The nurses received so little information on the birth registration form that 
they were unable to make any selection on the basis of probable need. Nor were 
they able to time their visits to be of help to the mother when her need was 
greatest, that is, when she first returned home from the hospital. 

Visiting as they did with such limited information the nurses tried to assess 
the mother’s need for assistance in the care of the infant or other members of 
the family, to give help and reassurance, and to interpret health unit services. 
The nurse took the initiative on this visit, asking questions and guiding dis- 
cussion. Little use was made of demonstration. 

In this area mothers with new babies were discharged from the hospitals 
between the fourth and seventh day after delivery. They had little assistance 
when they came home from the hospital. Those who were able to arrange it had 
help from relatives or friends. Many felt a need for more assistance than they 
received, especially when they first returned home. Some needed household help, 
some nursing assistance, some both kinds of help. 

Although the numbers in some instances were too small to draw definite con- 
clusions, certain groups appeared to need nursing service more than others. 
These were: mothers with first babies; New Canadians; mothers who had devia- 
tions from normal health or progress during pregnancy or parturition, or who 
were concerned about deviations in the health or progress of the baby; mothers 
who had prenatal supervision at a hospital clinic. This group appeared to be 
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without professional advice until the nurse visited or the mother felt well enough 
to take the baby to the child health center. 


Recommendations 


In the light of these findings, the following recommendations were made to the 
Director and Public Health Nursing staff of the health unit: 
1. That consideration be given to interpreting the needs of mothers with new- 
born infants to doctors and hospital personnel in order to work towards 
co-ordination of the health unit services with these other services. 
2. That recognition be given to the mobility of the population and the need for 
more intensive interpretation of health unit services to the families in the com- 
munity. 
3. That the referral system now in use for notifying the health unit of new 
births be studied with a view to (a) having this information reach the unit 
promptly so that the nurses can visit the mothers immediately on their discharge 
from hospital; (b) including information that will be of assistance to the nurses 
in assessing the need for the service; (c) including a report of the progress of 
the mother and baby during the period in hospital so that the nurse can more 
intelligently serve those who have special needs, and can co-ordinate her teaching 
with that given by the doctors and hospital personnel. 
4. That the nurse place more emphasis on introducing herself and the service she 
represents on the first visit to a mother with a new baby, recognizing that 
many of the mothers do not know about the service, and do not expect a visit. 
5. That, as many mothers need help with the baby’s bath, preparation of the 
formula and the care of the umbilicus and genitals, the nurses place more 
emphasis in their visits on demonstration of these aspects of infant care. 
6. That if all birth registration notifications cannot be followed promptly by a 
visit from the public health nurse, priority be given to mothers with first babies, 
New Canadians, mothers or babies with deviations in health, and mothers who 
had prenatal supervision at a hospital clinic. (This of course would only be 
possible if the nurse is given sufficient information to identify these groups.) 
7. That the community be made aware of the needs of mothers with newborn 
infants and young children for household help, with a view to encouraging the 
development of more adequate services to fill this need. 





Some Aspects of the Relationship Between 
Health and Geology’ 


HARRY V. WARREN,’ B.A., B.A.Sc., B.Sc., D.PHIL. 


PEOPLE in different parts of the world have independently thought of making 

use of vegetation to sample the metal content of soil and of rock buried many 
feet below the surface. The root system of a tree is generally almost as extensive 
as its foliage and, furthermore, a tree depends for its health, in part at least, on 
some of the elements which prospectors may be seeking such as copper, zinc, 
manganese, and molybdenum. Trees and lesser plants pick up varying amounts 
of such elements as nickel, cobalt, chromium, gold, silver, and lead. We do not 
know precisely why or how vegetation picks up each of the above elements but 
the amounts taken up are, to some extent, governed by the amounts of these 
elements present around the roots. 

Slowly but surely geochemists are finding out what may be considered to be 
normal amounts of these elements, most frequently referred to as “trace 
elements”, in rocks, soils, and vegetation. During the past fifteen years, my 
colleague, Dr. Delavault, and I have been trying to discover what may be con- 
sidered to be normal, and what may be taken to be abnormal or anomalous 
amounts of gold, silver, copper, zinc, lead, manganese, nickel, cobalt, and 
molybdenum in various rocks, soils, and vegetal matter. 

During these investigations we have encountered numerous variations from 
the normal, variations so great that we came to the conclusion that if such 
anomalies extended to vegetables being eaten by animals or men it must affect 
their health. I propose to discuss some of the metals which we have found to be 
present in vegetation in normal and anomalous amounts and which we believe 
may be of interest to medical men. 


Lead 

The rocks at the earth’s crust are believed, by some of the leading geochemists 
in the world, to average sixteen parts per million (ppm.) of lead. We are not 
disposed to dispute this belief. We have found, however, wide variations in the 
lead content of various closely allied rock formations. During the past few 
months we have analyzed 112 carbonate rocks from various localities in southern 
Ontario. More than 75% of these rocks carry from 1 to 5 ppm. of lead, between 
5% and 10% more than 25 ppm., and the remainder fall between these limits. 
Other workers in Norway and the United States have found that some granitic 
rocks exhibit similar variations. 


1Presented at the meeting of the British Columbia Public Health Institute, Victoria, B.C., 
April 19, 1960. 


2Professor of Mineralogy, Department of Geology, University of British Columbia, 
Vancouver 8, B.C, 
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Soils derived by weathering from the above rocks also show variations in their 
lead content, but with a difference. The variations in the lead content of two 
soils may, on occasion, be considerably greater than the variation occurring in 
the rocks from which these soils were derived. The geochemistry of lead is such 
that there are places where a soil derived from a rock carrying only a modest 
amount of lead, perhaps 100 ppm. may run some thousands of ppm. of lead. 
A colleague working in the eastern United States has reported soils with over 
200 ppm. of lead derived from rocks carrying only 20 to 30 ppm. 

These variations in the lead content of soils may be further magnified by some 
types of vegetation growing on the soils. It has been a common experience for 
us to find vegetation which carries in its ash from 10 to 50 ppm. of lead growing 
in soils which report from | to 5 ppm. In short, vegetation can, and on occasion 
does, concentrate lead by a factor of as much as ten. Nor is the ability to con- 
centrate lead solely a feature of forest trees. In Saskatchewan we have found 
both barley and wheat which carried upwards of 20 ppm. of lead although the 
soil on which they were growing normally appeared to contain less than 5 ppm. 
Again, we have recently learned of carrots and other vegetables carrying from 
300 to 700 ppm. of lead although the soil in which they were growing carried 
considerably lower concentrations. 

While we were undertaking routine biogeochemical investigations of lead we 
encountered two other sources of this metal, sources which must have been 
known to some people, but which until the present, do not seem to have been 
adequately appreciated. These sources are orchard sprays and automobile ex- 
hausts from tetraethyl or leaded gasoline. It is well known that lead arsenate 
was, at one time, used for spraying Okanagan orchards. Samples were taken of 
soils from four Okanagan orchards, one of which had never had these sprays, 
and three which had. The unsprayed orchard soil ran less than 1 ppm. of lead, 
the other soils 40, 50, and 100 ppm. respectively although no spraying had taken 
place during the past ten years. The problem of lead arsenate sprays was relegated 
to one of secondary proportions when the amount of leaded vegetation along 
some major highways was encountered. 

During the early autumn of 1959 a routine collection of vegetation in southern 
British Columbia was undertaken. These samples were analyzed for copper, 
zinc, molybdenum, and lead. When the results were tabulated, it was obvious 
that samples taken near any main highway contained unduly high amounts of 
lead. A small number of samples were taken from trees growing on a university 
campus and these when analyzed were found to contain several 100 ppm. of 
lead in their ash, instead of their normal quota of about 10 to 50. A collection 
of samples was then taken from trees growing within 100 yards of the main 
highway which cuts through Stanley Park in Vancouver. A majority of the young 
twigs and needles of these trees contained 1,000 ppm. or more of lead in their 
ash. As a final check, a few samples were collected from Cathedral Grove on 
the Parksville-Alberni highway. When analyzed, the young twigs and needles of 
these trees were found to contain from 250 to 1,700 ppm. of lead in their ash. 

As geologists, we are not presuming to suggest what this means in terms of 
health. Although every fruit and vegetable must be considered on its individual 
merits, we have found that where trees, shrubs, and lesser plants are able to 
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acquire metals from a soil, fruits and vegetables are usually able to do the same. 
Furthermore, we have been led to understand that the effect of lead on animals 
and humans depends largely on the form in which it is acquired, and particularly, 
on whether it is taken up in an inorganic or an organic form. We have been led 
to believe that lead is not the most desirable of elements and it would appear 
obvious that the lead content of various foods should be further investigated. We 
suggest that geologists should be consulted because the lead content of vegetal 
matter may arise from mineralization in the earth’s crust as well as from such 
products of our civilization as tetraethyl lead. 


Possible Relationship of Lead to Neurological Diseases Including Multiple 
Sclerosis 

Our interest in lead was further stimulated by some facts which have already 
been published in “Nature”. Multiple sclerosis has a comparatively high incidence 
in some parts of Scandinavia and the British Isles, nevertheless, the incidence of 
the disease is relatively low in several areas which geographically are closely 
related. Six “islands” appear to possess a comparatively low incidence of multiple 
sclerosis: Gavleborg Province, north of Gavle, Sweden (1); Sodermanland 
Province, Sweden (1); large sections of Holland, Goteborg, and Bohus Provinces, 
Sweden (1); the coastal provinces of Rogalund, Hordaland, Sogn og Fjordane, 
and More og Ramsdale, Norway (2); Outer Hebrides of Scotland (3); Faroe 
Islands. All of these areas are substantially underlaid by old gneisses or rocks 
not geochemically addicted to carrying lead. 

In areas where the incidence of multiple sclerosis is high, we find an entirely 
different set of geological conditions, and, in every case, the geochemical back- 
ground suggests the presence of greater amounts of lead in the earth’s crust than 
may be considered to be normal. 

In Canada during the past year we have, with the aid of many Dominion and 
provincial agriculturists and geologists, acquired a large number of rock, soil, 
and vegetal samples. We have yet to find a rock, soil, or plant, which does not 
contain measurable amounts of lead, and we have found abnormal amounts of 
lead in many areas where its presence has not been generally recognized. We 
hope to be able to report further on this matter. 

Molybdenum 

Molybdenum is an element which is important in animal nutrition and in mine 
finding. 

In 1951 D. G. Routley, under the stimulation and guidance of Dr. V. C. Brink 
of the Department of Agronomy of the University of British Columbia, com- 
menced a study of the molybdenum content of legume and brassica seeds 
collected from widely separated areas of British Columbia. This study showed 
erratic variations in the molybdenum content of the seeds coming from different 
parts of British Columbia. The seeds with the highest molybdenum content came 
from an area in central British Columbia known to contain molybdenum 
mineralization. Thanks to the generous co-operation of Kennco Explorations 
(Canada) Ltd., Mr. D. Barr of that organization collected a suite of tree samples 
taken from the vicinity of a molybdenum showing which was being investigated 
at that time. The molybdenum content of these samples was compared with that 
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found in other suites taken from areas where there was no mineralization. The 
results were so striking that immediately a whole new field of investigation 
presented itself. 

The parent company of Kennco Explorations (Canada) Ltd. is a well known 
copper company, Kennecott Copper Corporation, and this latter company, 
although better known for its copper output, is, in fact, the second largest pro- 
ducer of molybdenum in the world. The molybdenum is produced as a by-product 
of the Kennecott Company’s great porphyry copper mines. The relationship 
between copper and molybdenum had been drawn to our attention by the 
antagonism between copper and molybdenum which had recently been illustrated 
by studies in animal nutrition. In a part of southern England, cattle had been 
seriously affected by eating fodder produced from soils abnormally rich in 
molybdenum. These cattle had later been protected from the molybdenum sick- 
ness by being dosed with copper. With the memory of the cattle in southern 
England, and the by-product molybdenum from the great porphyry copper 
deposits, the next step in our thinking was obvious. Geochemically, molybdenum 
is much more mobile than copper. Because molybdenum usually accompanies 
porphyry copper deposits, and these are the types of copper deposits most sought 
after at the present time, it was natural to ask—could molybdenum anomalies 
be used in the search for buried copper deposits? Because molybdenum anomaly 
could be counted on being detectable over a wider area than an associated copper 
anomaly, would it not be better to search for molybdenum rather than copper 
anomalies? Thanks to the co-operation of many persons, and particularly of 
John Sullivan and Jim Scott of Kennco Explorations (Canada) Ltd., biogeo- 
chemical collections were made from the vicinity of three important porphyry 
copper deposits situated in New Mexico, Washington, and northern British 
Columbia. At each of these deposits the vegetation in the vicinity of the porphyry 
copper deposits was anomalous, and carried from six to eight times as much 
molybdenum as vegetation in nearby areas where there was no mineralization. 
It was now possible to prospect for copper deposits by using molybdenum as an 
indicator, or as we prefer to call it, a pathfinder element. Today, this idea is 
being widely used by some exploration companies. 

Since these early days of biogeochemistry, we have learned that legumes, 
alders, and lupins are particularly suited for this work because their roots 
harbour nitrifying bacteria which are molybdenum-loving. In some areas we 
can, by sampling alder leaves or twigs, form a fair idea as to whether or not this 
particular area is suitable for a detailed copper prospecting project. 

The earth’s crust may be assumed to carry about 1 ppm. of molybdenum and 
an average soil may be expected to carry about the same amount. We have found 
that the ash of trees and lesser plants normally carries from 4 to 10 ppm. of 
molybdenum. Over anomalous areas the molybdenum content of comparable 
vegeta! material may run as much as 800 ppm. or even more. Thus, we find that 
anomalous material may carry a hundred times or more what may be considered 
to be normal. Medical men have stated that some vitamins and hormones are 
known to interact with trace metals (4). If this is so, then it would seem reason- 
able to infer that possibly such wide variations in the molybdenum content of 
plants could play a part in determining our degree of health. 
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Copper 

Copper was the first element which we investigated biogeochemically. There 
are about 45 ppm. of copper in the rocks of the earth’s crust, but the ash of the 
majority of the trees and lesser plants which we have examined runs from 75 to 
300 ppm. In the vicinity of mineralization, we have encountered as much as 
10,000 ppm. and amounts of more than 1,000 are often encountered in 
anomalous areas. Usually one is tempted to take copper for granted, however, 
in localities where the ash content of vegetation runs less than 25 ppm. and the 
soil less than 1 ppm. of copper, trouble may be anticipated by anybody attempt- 
ing to farm this land. One portion of the Fraser Valley affords an excellent 
example of a copper deficient soil. More than ten years ago samples of hay 
from several fields in the Fraser Valley were submitted to us for trace element 
analyses. The hays varied widely in their trace element content but some were 
definitely low in copper. Long after, we learned that many of the offspring of 
animals pasturing in these trace element deficient fields had had to be destroyed 
because they were unhealthy. Dr. Marti Salmi, Finland’s expert on peat, has told 
of a similar experience which he had near the copper mining town of Vihanti in 
Finland. In this instance, a farm situated near Vihanti had trouble with its cattle 
which, among other ailments, were unable to reproduce. An agricultural expert, 
and a biogeochemist, acting independently, were able to diagnose a copper 
deficiency in the soil and vegetation on this farm as being the cause of all the 
trouble. Copper was added to the feed and the problem was solved. 

Our own experience is limited but on the basis of the work which we have 
done in Canada, we may say that there are probably more areas in Canada 
where animals, at least, are suffering from being fed food grown on copper 
deficient soils. 

Zinc 

Smith, Plumlee, and Beeson (5) have reported an experiment in which, by 
feeding appropriate amounts of zinc to swine, they have effectively increased the 
growth of these animals. In a controlled experiment they have, by increasing 
the zinc ration of swine from a definite deficient 16 ppm. per day to 46 ppm. per 
day for an eight-week period, raised the final weight of pigs from 15 to 53.5 Ibs. 
With the 16 ppm. of zinc it required 13.9 Ibs. of food to produce one pound of 
pig, whereas with 46 ppm. of zinc only 2.1 Ibs. of food were needed to produce 
each pound of pig. What makes this experiment particularly interesting to us is 
the fact that we have found, in Canada, both soils and vegetation growing on 
these soils to carry widely differing amounts of zinc. Our earth’s crust is generally 
considered to carry 65 ppm. of zinc. Soils, normally, carry zinc in much the 
same amounts, but there are areas where soils have been recorded with less than 
10 ppm. of zinc, and also other soils which carry many hundreds of parts per 
million. In vegetation we find a wide range of zinc contents in ash: amounts of 
less than 100 ppm. are rare but from 2,000 ppm. to 20,000 ppm. occur fre- 
quently. In view of the heavy demands made by some plants for zinc, it is not 
surprising to learn that in parts of Australia forest growth has been limited by 
a zine deficiency in the soil. We ourselves have found some rocks in Canada 
with a zinc content so low that foresters and agriculturalists would be well 
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advised to investigate the possibility of there being a zinc deficiency in the soils of 
these particular areas. It has long been recognized that a zinc supplement was 
necessary if some orchards in the Okanagan area were to produce effectively. 


Other Elements: Gold, Silver, Mercury, Cadmium 


All of the elements we have discussed can be found in chemically measurable 
amounts in virtually all samples of soil or dry vegetal matter, provided one 
bothers to take samples of from one to five grams in weight. There are other 
elements which, because they are normally present in smaller amounts, have 
been much less thoroughly investigated—gold, silver, mercury, and cadmium. 
We have made some preliminary investigations in the gold, silver, and cadmium 
content of a few of the trees and lesser plants which grow in British Columbia. 

These elements probably are present in soils and vegetation in approximately 
the same proportion as they are present in the earth’s crust. On the basis of one 
hundred gram samples we discovered that, although some vegetal ash contained 
less than .03 ppm. of gold, this amount was encountered in samples of poplar 
growing in an area remote from mineralization. In anomalous areas trees have 
been found to contain from one half to one part per million of gold in their 
ash. In a recent paper Vincent and Crocket, on the basis of neutron activation 
analyses, have shown that various rocks carry from .002 to .008 ppm. of gold. 
Insofar as the admittedly scanty evidence permits any assumption at all, it would 
seem reasonable to infer that gold is accumulated in vegetation to much the same 
degree as copper or lead. It is interesting to remember that European workers 
reported the presence of gold in corn many decades ago. 

Although estimates are given of the average amount of silver in the earth’s 
crust, namely 1 ppm., little work has been done on the silver content of soils and 
vegetation. Incidental to other studies we analyzed fourteen samples of vegeta- 
tion for silver. Two were “blanks” but the remainder showed ash contents 
ranging from one to thirty and averaging approximately 10 ppm. of silver. 
Goldschmidt reports finding a maximum of 10 ppm. and an average of 2 ppm. 
of silver in “rich” ashes. It would seem reasonable to assume that some of our 
food contains small amounts of silver. 

Our interest in cadmium was originally aroused solely because of its close 
association with zinc in some of our British Columbia zinc ores. Fearing that 
vegetation might be artificially salted, we were anxious to find some element 
present in vegetation that was not apt to be fortuitous. On the basis of semi- 
quantitative spectrographic analyses we established that where cadmium was 
present in any mineralized area, it would show up proportionately in the vegeta- 
tion. On the basis of general geochemical knowledge, we know that there are 
concentrations of cadmium in some areas which incidentally include not only 
some zinc rich districts but also some which possess phosphate bearing rocks. 
Thus, if cadmium is of interest to medical men, we have no doubt that foods 
might be found which would prove to be abnormally high in cadmium. 

We have made no studies of the mercury content of soils or plants but from 
what we learn of work done on mercury in the U.S.S.R., it would seem probable 
that research in the field of mercury in food supplies will prove to be highly 
rewarding. Incidentally, in British Columbia we have, in the Pinchi Lake Fault 
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zone, one of the greatest natural laboratories in which to initiate a project of 
this kind. 


Some Trace Elements in Food 

Virtually all of the remarks under this heading have been abstracted or quoted 

from the book “Trace Elements in Food” by G. W. Monier-Williams (7). 
Copper Experimental rats can be kept in good health on food averaging 
| ppm. of copper. Weight for weight, this is apparently of the same order of 
intake as that required for a normal man. If these figures can be accepted then 
it seems probable that there are, in Canada, a few areas where the pasturage 
could be deficient in copper. 
Lead A great deal of work has been done on the effect lead has when con- 
sumed in various foods and beverages. In Monier-Williams, we find the follow- 
ing: “. . . certainly no higher allowances should be countenanced for liquids than 
the limits accepted by most authorities for drinking water, namely, 0.3 ppm. 
safe, 0.5 maximum allowable, and 0.7 ppm. excessive.” After some discussion 
on the allowable limit of lead, we find the following: “A certain number (of 
foods) contain normally between | and 2 ppm., especially foods which have 
been dried or concentrated, such as gelatin, meat extracts, spices, dried fruits and 
vegetables, chocolate, etc. Those which contain still more lead are usually found 
to have been exposed to some avoidable source of contamination. There should 
be no insuperable difficulty in producing any food with a lead content of not more 
than 2 or at most 3 ppm., with the exception of shell-fish and crustacea and 
perhaps synthetic food colours.” 

We have found wheat and barley growing on “normal” soils with | ppm. of 

lead (dry plant), 20-25 ppm. (ash). I am sure that you will be as interested as 
we will be to learn what soils ranging from 15 to 300 ppm. of lead pass on to 
the fruits, vegetables, and cereals growing on them. 
Zinc Zinc has a definite function in human bodies. It is present in mammalian 
blood to the extent of about 6 to 7 ppm. and comprises 0.33% of the enzyme 
carbonic anhydrase. Excessive amounts of zinc can cause vomiting, but zinc is 
not stored in the body and consequently it is not apt to accumulate in the same 
manner as lead. 

It would appear that zine deficiencies in food are unusual although it has been 
suggested that zinc deficiencies may be a factor in the beri-beri syndrome, and 
may impair the absorption or utilization of riboflavin. 

Mercury Monier-Williams reports that there are traces of mercury of the order 
of 0.005 to 0.025 ppm. in nearly all foods. Metallic mercury and any compara- 
tively insoluble compounds are comparatively non-toxic to humans, but salts 
which are more soluble are highly toxic. Our widespread occurrences of mercury 
in British Columbia invite biogeochemical investigations. 

Molybdenum Although soils high in molybdenum can produce fodder which 
can cause serious illness in animals, it is comforting to note that, so far as is now 
known, there is no excessive take-up of molybdenum by table vegetables, even 
when grown in molybdenum rich soils. This conclusion runs counter to our 
experience with other elements. 

Cadmium This is one of the more toxic metals. There are several recorded 
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instances of cadmium poisoning, usually arising from food being cooked in con- 
tact with some cadmium bearing alloy. As little as 15 ppm. in food has been 
presumed to produce mild symptoms of poisoning. No suggestion seems to have 
been made that food with an unusual geological background could contain 
enough cadmium to be toxic. 

Silver It is known that silver, in minute amounts, is widespread in human 
organs and that for one reason or another we take up regularly a small amount 
of this metal in our food. Small amounts of silver in solution have a pronounced 
bactericidal action. In Germany, | ppm. is considered to be a practical limit for 
silver and elsewhere it has been suggested that silver may possibly exert an 
inhibitory action on the enzymes of the digestive tract. 


Conclusions 


Medical men have long known that trace elements, and particularly metals 
such as copper, lead, zinc, molybdenum, silver, mercury, and cadmium, play an 
important role in determining the health of animals and humans. Agriculturists 
have realized that trace elements vitally affect the health both of agricultural 
crops and of the animals and humans that eat these crops. Although there is a 
wealth of information on the trace element content of foods, the information 
usually deals only with foods grown over normal soils. There are just enough 
anomalous areas in various parts of the world to justify attempts to discover 
what does happen when these anomalous areas produce food crops and these 
crops find their way into our food supplies. 

The study of anomalous food supplies would seem to call for a combined 
effort by medical men, agriculturists, and geochemists. Such a study should prove 
most rewarding. 
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REPORT OF THE ONTARIO COMMITTEE ON FLUORIDATION OF 
MUNICIPAL WATER SUPPLIES 


N 1959, Premier Leslie Frost of Ontario appointed a committee to inquire 
into fluoridation of public water supplies. The Honourable K. G. Morden, 
Justice of the Ontario Appeal Court, was named chairman; Dr. George E. Hall, 
President of the University of Western Ontario, and Mrs. Egmont L. Frankel 
of Toronto, were appointed members. Owing to ill health, Mrs. Frankel resigned 
and was succeeded by Mrs. Cameron McKenzie of Beaverton. After nearly two 
years of study the committee arranged public hearings for ten days and briefs 
were received from many individuals and organisations. In addition, special 
studies were made for the committee. The committee also interviewed a number 
of experts. 

Fluoridation of municipal water supplies in Ontario has been at a standstill 
since a ruling in 1957 of the Supreme Court of Canada, in a case involving 
Metropolitan Toronto and Forest Hill Village, that municipalities in Ontario 
lack the power to enact a by-law providing for the fluoridation of water supplies. 
Before the judgment was announced, the Ontario Legislature amended the 
Public Health Act to authorize eight municipalities already fluoridating their 
water supply to continue to do so. These municipalities were Brantford, Brock- 
ville, Deep River, Fort Erie, Oshawa, Thorold, Sudbury, and Tisdale Township. 
The results of fluoridation in Brantford are well known. The late Dr. W. L. 
Hutton, while medical officer of health of Brantford, pioneered the work and 
annually conducted a study of the results. The published results confirm the 
preventive value of fluoridation and constitute Canadian data of great value. 

The report of 177 pages presents in 12 chapters all aspects of the subject of 
fluoridation. The committee states: “We are convinced that it has been con- 
clusively proved that the presence of fluoride, either naturally occurring or mech- 
anically added in a municipal or communal water supply in concentrations of 
approximately one part per million strikingly reduce the incidence of dental 
caries when such water is consumed during the period of tooth development and 
that the caries-reducing effect of fluoride extends into adult life.” The committee 
further states: “We are also convinced that the long-term ingestion of fluoride 
at approximately one part per million over a very wide range of water intake is 
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not harmful to bodily health and that no fluorosis of esthetic significance is 
specifically associated with it.” 

A report by Elwell and Easlick of the School of Public Health of the University 
of Michigan is accepted as accurate, refuting the claims of ill effects from the 
consumption of fluoride-bearing water. In this regard the committee states: 
“We are convinced that the long-term ingestion of fluoride at approximately one 
part per million is in no way related to heart disease, cancer, intracranial vascular 
lesions, nephritis, gastric conditions, arthritis, liver disorders, diseases of the 
respiratory system, diseases of the nervous system, diseases of the cardio-vascular 
system, disorders or diseases of the blood cells, disorders of the eye, or ear, 
diabetes, disorders of the thyroid gland, the parathyroid gland, the adrenals or 
sex glands.” Again the committee records: “No deleterious or harmful effects 
of water-borne fluoride, at the concentrations under study, upon the height, 
weight or fracture experience of the individual, nor is there any adverse influence 
on pregnancy, the urinary system or on the skin.” The committee is satisfied 
that the equipment used in municipal water systems for adding fluoride to the 
water supply is mechanically adequate and that the cost of fluoridating a 
municipal water supply is very reasonable in relation to the health benefit to the 
community. 

One of the chapters in the report examines the civil rights question in 
fluoridating public water supplies, replying specifically to the argument that 
fluoridation is an unwarranted interference with an individual’s right to the 
inviolability of his body. The report states: “Such a right to bodily integrity is 
recognized by law only to the extent that it is not qualified by statute. . . . Public 
opinion now accepts and demands the continuance of such compulsory public 
health measures as the chlorination of drinking water, pasteurization of milk, 
vaccination and the treatment of venereal diseases.” The committee states: “The 
ultimate decision upon this issue rests with the Legislature of the Province of 
Ontario. It has the constitutional power under the British North America Act 
to legislate with respect to the fluoridation of municipal water supplies. There is 
no constitutional prohibition or limitation upon its legal powers in this field.” 

In regard to encroachment on the freedom of religious worship, the report 
states: “The fact that municipal water is fluoridated in no way prevents the 
exercise of religious liberty as commonly recognized.” 

The committee recommends that municipalities be given the right to fluoridate 
their water supplies and that they should have the power to do this by by-law 
rather than to have to call a referendum. 

These recommendations are sound and recognize that decisions in regard to 
fluoridation must be made by persons competent in this field and not by the 
public. Matters relating to health are a responsibility of the health department 
of each municipality. Experience has shown that a small minority opposed to 
fluoridation is able to confuse the public making it impossible for them to 
express an intelligent opinion on a technical procedure. 

The findings and recommendations of the Ontario committee will be welcomed 
by health departments throughout Canada and the report constitutes an important 
contribution to the efforts of health departments on this continent. Such a study 
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by competent members under government auspices has been desired by health 
authorities for several years. 

The report will be very helpful to members of boards of health and other 
interested laymen, refuting charges made by biased and antagonistic observers 
and presenting established facts. 

A bill to implement the recommendations of the report was passed by the 
Ontario Legislature at the session which has just closed. The bill grants authority 
to municipalities in Ontario to provide fluoridation and without the holding of a 
referendum. It provides, also, however, that on a petition signed by ten per cent 
of the citizens a referendum may be held. Municipalities may now move to 
provide fluoridation and it is expected that communities that have been waiting 
will proceed with this valuable health measure. 

To the chairman and the members of the committee the Journal expresses ap- 
preciation of their most comprehensive report. 


REPORT OF THE COMMITTEE APPOINTED TO INQUIRE INTO 
AND REPORT UPON THE FLUORIDATION OF MUNICIPAL WATER 
SUPPLIES, 1961 


ParT XII 


SUMMARY OF 
CONCLUSIONS AND RECOMMENDATIONS 


248. The Committee has unanimously reached these following conclusions: 


i We are convinced that the incidence of dental caries in Ontario is of such 
magnitude that it must be regarded both as a serious and as a major public 
health problem and that adequate treatment of dental caries in the whole 
population is beyond the resources of the dental profession. 

ili We are also convinced that the treatment of dental caries alone will not 
control or reduce the ultimate incidence of tooth decay. 

iii We realize the importance of good oral hygiene but at the same time 
recognize the limitations of a good oral hygiene program in our society. 

iv We also realize the importance of proper nutrition in the reduction of the 
incidence of dental caries but acknowledge, with some degree of astonish- 
ment and with much concern, the inadequacy of our over-all nutrition in 
Ontario. 

v We firmly believe that the reduction of the incidence of dental caries is a 
problem of prevention, not one of treatment. 

vi We are convinced that it has been conclusively proved that the presence 
of fluoride, either naturally occurring or mechanically added in a municipal 
or communal water supply in concentrations of approximately one part per 
million strikingly reduces the incidence of dental caries when such water 
is consumed during the period of tooth development and that the caries- 
reducing effect of fluoride extends into adult life. 
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We are also convinced that the long-term ingestion of fluoride at approxi- 
mately one part per million over a very wide range of water intake is not 
harmful to bodily health and that no fluorosis of esthetic significance is 
specifically associated with it. 

We are satisfied that the equipment in use in municipal water systems for 
the addition of fluoride to the water supply is mechanically adequate for 
this purpose and that the concentration of fluoride is and can be controlled 
within the limits of optimal effectiveness and safety. 

We are also satisfied that the presence of fluoride in the recommended 
concentration does not cause corrosion of water mains, pipes and fittings 
nor does it affect adversely in any way industrial processes. 

We find that the cost of fluoridating a municipal water supply is very 
reasonable in relation to the health benefit to the community. 

We believe that at the present time there is no practical alternative to the 
fluoridation of municipal water supplies in those areas where the water 
does not contain approximately one part per million of fluoride. 

We hold the firm opinion that the fluoridation of municipal water supplies 
by the authority of appropriate legislation would not be a denial of any 
fundamental or basic civil right or liberty which the Legislature of Ontario 
should protect and preserve. 


The Committee unanimously recommends: 
that legislation be enacted empowering municipalities to fluoridate their 
water supplies; 
that such legislation should authorize municipalities to introduce fluoridation 
by by-law without the necessity of a referendum; 
that legislation be enacted authorizing the fluoridation of water supplies 
which are not controlled or operated by municipalities; 


iv that the appropriate departments of the Ontario Government should keep 


under constant review alternatives to fluoridation of municipal water 


supplies which may prove feasible for people living in areas not served by 
communal water systems; 


that a sound, concerted program supplying accurate nutritional information 
to the people of Ontario as part of a total program of general health and 
dental health education, be implemented. 


New Brunswick-Prince Edward Island Branch 
Canadian Public Health Association 
Ninth Annual Meeting 
May 31-June 2, 1961 
Charlottetown Hotel, Charlottetown, 


Prince Edward Island 








Preliminary Program 
52ND ANNUAL MEETING OF THE 
Canadian Public Health Association 


and 
7TH ANNUAL MEETING OF 


The Saskatchewan Branch 


Canadian Public Health Association 
SASKATCHEWAN HOTEL, REGINA 
JUNE 6-8. 1961 
PRE-CONVENTION MEETINGS 
June 2-5 


“Institute on Community Education for Health” 
This Institute will be held at the University of Saskatchewan in Saskatoon June 2-5 prior 
to the Annual Meeting and will reconvene in Regina after the meeting on June 9. Enquiries 
should be directed to Dr. Robin F. Badgley, Department of Social and Preventive Medicine, 


University of Saskatchewan, Saskatoon. 


MONDAY, JUNE 5 
9.30 a.m.—Meeting of Executive Council, Canadian Public Health Association Room 302, 
Health and Welfare Building, Regina 
12.00 noon—Assembly of exhibits. Mezzanine foyer 
2.00 p.m.—Registration. Colonial Room foyer 
8.00 p.m.—Hospitality Buffet 
Host: Saskatchewan Branch, Canadian Public Health Association, Colonial 
Room 
TUESDAY, JUNE 6, 8.30 a.m. 


REGISTRATION 


The registration fee is $7.00 per member attending technical sessions. An additional fee 
of $3.00 for wives or partners provides tickets to reception, banquet and dance, buffet 
dinner and theatrical performance. 

Delegates are urged at the time of registration to purchase at the Registration Desk 
in the Colonial Room Foyer on the mezzanine floor tickets for breakfasts and luncheons they 
wish to attend. 


Registrar: Mr. E. D. Donaldson, Saskatchewan Department of Public Health. 


TUESDAY, JUNE 6, 9.00 a.m. 
GENERAL SESSION 


Colonial Room 
Presiding: DR. F. B. ROTH, President, Canadian Public Health Association 
Welcome: HON. J. W. ERB, Minister of Public Health, Government of Saskatchewan 
His Worship H. H. P. Baker, Mayor of Regina 
Greetings from American Public Health Association: Betty Bond, Ph.D., Minneapolis, 
Minnesota 
Introduction: E. J. Young, M.D., Executive Director, Canadian Public Health Association 
Presidential Remarks 
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Keynote Address: Health, Medicine and Social Change 


James M. Mackintosh, M.D., Emeritus Professor of Public Health, University of 
London 


Panel Discussion 
Moderator: F. B. Roth, M.D., Deputy Minister of Public Health, Saskatchewan 
Discussants: G. D. W. Cameron, M.D., Deputy Minister of National Health, Ottawa 
C. B. Esselstyn, M.D., Medical Director, Rip Van Winkle Clinic, Hudson, New 
York 
T. W. Kent, Vice-President, Chemcell Ltd., Montreal 
A. J. Rhodes, M.D., Director, School of Hygiene, University of Toronto 


TUESDAY, JUNE 6, 12.30 p.m. 
LUNCHEON OF THE CANADIAN PUBLIC HEALTH ASSOCIATION 
Colonial Room 
Presiding: Miss M. P. Edwards, Reg. N., Vice-President, Canadian Public Health 
Association 
Guest Speaker: To be announced 
Tickets may be purchased at Registration Desk 


TUESDAY, JUNE 6, 2.15 p.m. 


PUBLIC HEALTH NURSING, HEALTH EDUCATION, 
MENTAL HEALTH, AND NUTRITION SECTIONS 


Colonial Room 


Chairman: R. Sommer, Ph.D., Research Psychologist, Saskatchewan Hospital, Weyburn 
“The Team and I”: A Dramatic Presentation 
Commentator: J. A. Mahon, M.A., Educational Psychologist, Swift Current Health 
Region 
Saclsiekiies J. H. McLaughlin, M.B., Department of Public Health, Regina 
P. L. Kotyk, B.A., Health Educator, Yorkton-Melville Health Region 
V. Cloarec, Reg. N., Regional Nursing Supervisor, Swift Current Health Region 
Virginia Bettschen, B.Ed., Educational Psychologist, Regina Rural Health Region 
Marie Dunn, B.H.Ec., Nutritionist, Weyburn-Estevan Health Region 


T. A. Hart, C.S.1.(C), Senior Sanitary Officer, Weyburn-Estevan Health Region 
Group Discussions. 


Summary Panel 
Chairman: R. Sommer, Ph.D. 
Members: C. E. Robinson, M.D., Director of Mental Health, Department of Public 
Health, Toronto 


D. M. Percy, Reg.N., Chief Nursing Consultant, Department of National Health 
and Welfare 


TUESDAY, JUNE 6, 2.15 p.m. 
MEDICAL CARE SECTION 
Private Dining Room No. 3 


Chairman: Alexander Robertson, M.B., Professor of Social and Preventive Medicine, 
University of Saskatchewan 
Patterns of Medical Practice 
Moderator: J. Wendell Macleod, M.D., Dean of Medicine, University of Saskatchewan 
(a) Hospital-Based Group Practice in a Rural Area 
J. E. Knox, M.D. Maple Creek, Saskatchewan 
(b) Small Urban Group Practice 
A. A. Klass, M.D., Mall Clinic, Winnipeg, Manitoba 
(c) Large Urban Group Practice 
D. E. Rodger, M.D., Medical Arts Clinic, Regina 
Discussant: C. B. Esselstyn, M.D., Rip Van Winkle Clinic, Hudson, N.Y. 
The Experience of Individual Enrollees Under a Voluntary Medical Care Plan 
W. B. Tufts, M.D., Medical Director, Medical Services Incorporated, Saskatoon 
Patterns of Utilization of the General Praciitioner in Rural Practice 
R. F. Badgley, Ph.D., and R. W. Hetherington, B.A., Department of Social and 
Preventive Medicine, University of Saskatchewan, Saskatoon 
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Labour Health Programs in Canada 
J. E. F. Hastings, M.D., Associate Professor of Public Health, School of Hygiene, 
Toronto 
TUESDAY, JUNE 6, 2.15 p.m. 


MEDICAL OFFICERS SECTION 
Private Dining Room No. 2 


Chairman: R. Bradley, M. B., Medical Health Officer, Swift Current Health Region 

Smoking Habits Among Teen-Agers 
J. de M. Vink, M.D., Medical Health Officer, Melfort-Tisdale Health Region and 
J. H. McLaughlin, M.B., Department of Public Health, Regina 

Pedestrian Accidents Among Children in Vancouver 
D. A. Clarke, M.D., Department of Preventive Medicine, University of British 
Columbia, Vancouver 

The Possible Contribution of Public Health Staff to Control of Insecticide Poisoning 
N. Williams, M. B., Director, Occupational Health Branch, Saskatchewan De- 
partment of Public Health 

Preliminary Report on Survey of Local Health Units 
FE. W. R. Best, M.D., Chief, Epidemiology Division, Department of National 
Health and Welfare; A. C. McKenzie, M.P.H., Research Division, Department of 
National Health and Welfare, Ottawa: W. H. le Riche, M.D., Professor of Public 
Health, School of Hygiene, Toronto; and G. H. Josie, Sc.D., Research Division, 
Department of National Health and Welfare, Ottawa. 

Panel Discussion. 

Moderator: R. Bradley, M.D., Medical Health Officer, Swift Current Health Region 
Discussants: M. K. Dehnel, M.D., Medical Health Officer, Regina Rural Health Region 

Other discussants to be announced. 


TUESDAY, JUNE 6, 2.15 p.m. 
VITAL AND HEALTH STATISTICS, MATERNAL AND CHILD 
HEALTH, AND INDUSTRIAL HYGIENE SECTIONS 
Qu’Appelle Suite 


Chairman: M. S. Acker, M.D., Director of Regional Health Services, Department of 
Public Health, Regina 

Sudden Death in Infancy 
W. J. Connelly, M.B., Division of Child and Maternal Health, Department of 
National Health and Welfare; D. Kubryk, M.D., Division of Epidemiology, 
Department of National Health and Welfare; H. G. Page, M.A., Dominion Bureau 
of Statistics, Ottawa 

Maternal Mortality in Saskatchewan 
L. Kawula, M.D., Consultant in Maternal Health, Saskatchewan Department of 
Public Health, Regina 

An Epidemiologist Looks at Industrial Health Statistics 
A. J. Nelson, M.B., Associate Professor of Public Health, University of British 


Columbia 


Health and Demography: A Retrospect 
M. Szabo, Ph.D., Research and Statistics Branch, Department of Public Health, 


Regina 
Recognition of Lung Cancer as an Occupational Disease 
R. B. Sutherland, M.D., Director of Industrial Hygiene, Ontario Department of 


Health, Toronto 
TUESDAY, JUNE 6, 2.15 p.m. 
ENVIRONMENTAL SANITATION, LABORATORY, AND 
VETERINARY MEDICINE SECTIONS 
Canadian Room 


Chairman: A. A. Ball, C.S.I.(C), Senior Sanitary Officer, Prince Albert Health Region 


Modified Swimming Pools in Manitoba 
E. H. Balchen, B.Sc., Public Health Engineer, Manitoba Department of Health 


and Public Welfare 
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Microbiological Hazards of Swimming Pools 

D. McLean, M.D., Virologist, Toronto Hospital for Sick Children 
Toxoplasmosis in Man and Animals 

N. Fish, D.V.M., Department of Pathology and Bacteriology, Ontario Veterinary 

College, Guelph 
Pigeon Control 

F, W. Taylor, C.S.I.(C), Sanitary Officer, Canadian National Railways, Montreal 
Animal Reservoirs of Salmonella in Alberta 

C. H. Bigland, D.V.M., Veterinary Pathologist, Alberta Department of Agriculture 
Health Significance of Excessive Minerals in Drinking Water 
A. Walker, M.D., Research Fellow, Regina General Hospital; J. R. Ramsay, M.D., 
Director of Research and Statistics, Saskatchewan Department of Public Health; and 
H. E. Robertson, Ph.D., Director, Provincial Laboratories, Saskatchewan Department 
of Public Health 


TUESDAY, JUNE 6, 2.15 p.m. 
EPIDEMIOLOGY SECTION 
Salon A 


Chairman: E. W. R. Best, M.D., Chief, Division of Epidemiology, Department of National 
Health and Welfare, Ottawa 
Poliomyelitis, 1960: Effectiveness of Salk Vaccine 
(a) British Columbia—A. A. Larsen, M.D., Epidemiologist, British Columbia Depart- 
ment of Health Services and Hospital Insurance 
(b) Alberta—E. S. Orford Smith, M.B., Director of Local Health Services, Alberta 
Department of Public Health 
Epidemiology of Infantile Scurvy 
J. W. Davies, M.D., Chief Medical Health Officer, Newfoundland Department of 
Public Health 
Rheumatic Fever Prophylaxis Programs 
(a) Saskatchewan—H. O. Dillenberg, M.D., Epidemiologist, Saskatchewan Department 
of Public Health, and 
S. C. Best, M.D., Director of Child and Maternal Health, Saskatchewan Department 
of Public Health 
(b) Alberta—M. D. McCallum, M.D., Director of Medical Services, Alberta Depart- 
ment of Public Health 
(c) British Columbia—A. A. Larsen, M.D., Epidemiologist, British Columbia Depart- 
ment of Health Services and Hospital Insurance 
Accidents in the Armed Forces 
W/C K. W. Hampson, Director of Hygiene and Preventive Medicine, Royal 
Canadian Air Force Headquarters, Ottawa 
Infectious Hepatitis 
C. W. Kelly, M.D., Director of Health Planning Services, New Brunswick Depart- 
ment of Public Health, Fredericton 


TUESDAY, JUNE 6, 2.15 p.m. 
DENTAL HEALTH SECTION 


Chairman: A. E. Chegwin, D.D.S., Director of Dental Health, Saskatchewan Department 
of Public Health, Regina 


WORKSHOP IN DENTAL PUBLIC HEALTH 

Surveys in Dental Public Health 

W. Zacherl, D.D.S., Director of Dental Services, Jasper Place Health Unit, Alberta 
Treatment and Equipment in Dental Public Health 

D. J. Yeo, D.D.S., Director of Dental Health Services, Metropolitan Health Com- 

mittee, Vancouver 
Preventive Measures in Dental Public Health Programs 

T. J. Cooke, D.D.S., Dental Practitioner, Winnipeg 
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TUESDAY, JUNE 6 
6.30 p.m. Oak Room: Dinner: Teachers of Preventive Medicine 
9.00 p.m. Private Dining Room: Medical Care Section: Open House—All Registrants 


Welcome 
Tickets for the above functions may be purchased at the Registration Desk. 


WEDNESDAY, JUNE 7, 8.00 a.m. 
Qu’Appelle Suite 
Breakfast: University of Toronto, School of Hygiene Alumni 


WEDNESDAY, JUNE 7, 9.00 a.m. 


MEDICAL CARE, MEDICAL OFFICERS, PUBLIC HEALTH 
NURSING, HEALTH EDUCATION, VITAL AND HEALTH 
STATISTICS SECTIONS 


Colonial Room 


Chairman: J. E. F. Hastings, M.D., Associate Professor of Public Health, School of Hygiene, 
Toronto 
Role of the Local Health Department in Medical Care 
Lester Breslow, M.D., Chief, Preventive Medical Services, California State Health 
Department, Berkeley, California 
Discussants: 
(a) Medical Officer of Health—to be announced 
(b) Public Health Nurse—Monica Frith, Reg.N., Director of Public Health Nursing, 
British Columbia Department of Health Services 
(c) Practising Physician—F. C. Heal, M.D., Moose Jaw Clinic, Moose Jaw, Saskat- 
chewan 
(d) Board of Health—A. V. Kipling, Chairman, Melfort-Tisdale Regional Board, Melfort 
Home Care Programs in Canada 
(a) T. E. Hunt, M.D., Professor of Rehabilitation Medicine, University of Saskatchewan, 





Saskatoon 
(b) C. Swinton, Reg.N., Western Regional Supervisor, Victorian Order of Nurses, 
Winnipeg 


Developments in Medical Care Planning in Saskatchewan 
Speaker to be announced 


WEDNESDAY, JUNE 7, 9.00 a.m. 
ENVIRONMENTAL SANITATION SECTION 


Canadian Room 


Chairman: A. A. Ball, C.S.1.(C), Prince Albert Health Region, Prince Albert 
A Review of Two Years’ Experience in Providing Extension Courses in Environmental 
Control 
R. Steele, L.R.C.P.S.E., Assistant Professor of Social and Preventive Medicine, 
University of Saskatchewan 
The Planning and Progress of Government-Assisted Urban Sewage and Water Installations 
J. G. Schaeffer, M.A.Sc., Director, Division of Sanitation, Saskatchewan Department 
of Public Health 
Slum Housing and the Sanitarian 
A. F. Jessop, C.S.1.(C), Senior Sanitary Officer, North Battleford Health Region 
The Role of the Sanitarian in the Changing Community 
A. S. Taylor, C.S.1.(C), Sanitary Officer, Regina Rural Health Region 
Recreational Resorts and Environmental Control 
E. H. Anaka, C.S.1.(C), Senior Sanitary Officer, Melfort-Tisdale Health Region 
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WEDNESDAY, JUNE 7, 9.00 a.m. 


LABORATORY, VETERINARY MEDICINE, EPIDEMIOLOGY, 
MATERNAL AND CHILD HEALTH SECTIONS 


Private Dining Room No. 3 
Chairman: to be announced. 
Penicillin Antibodies 
E. Epp, M.Sc., Department of Bacteriology, University of Saskatchewan 
Staphylococcal Somatic Vaccine 


L. Greenberg, Ph.D., Biologics Control Laboratories, Department of National Health 
and Welfare, and 


W. H. le Riche, M.D., Professor of Public Health, School of Hygiene, Toronto 
Clinical Experience with Polyvalent Staphylococcal Vaccine 


H. O. Dillenberg, M.D., Provincial Epidemiologist, Saskatchewan Department of 
Public Health 


Streptococcal Carriers Among School Children 
R. W. Reed, M.D., Department of Bacteriology, McGill University, and 


E. T. Bynoe, Ph.D., Laboratory of Hygiene, Department of National Health and 
Welfare 


Laryngotracheobronchitis and the Parainfluenza Viruses 


D. M. McLean, M.D., Research Institute, Hospital for Sick Children, Toronto 
Adenovirus Infections 


W. Parker, M.D., and J. Wilt, M.D., Department of Bacteriology and Immunology, 
University of Manitoba 


WEDNESDAY, JUNE 7, 12.30 p.m. 
Colonial Room 


Luncheon: Saskatchewan Branch, Canadian Public Health Association, Business Session 
Chairman: H. E. Robertson, Ph.D., President, Saskatchewan Branch, Canadian Public 
Health Association 


WEDNESDAY, JUNE 7, 2.00 p.m. 
GENERAL SESSION 


Colonial Room 


DONALD T. FRASER MEMORIAL LECTURE 
Virus Infections: A World-Wide Challenge in Public Health 
A. J. Rhodes, M.D., F.R.C.P.(Edin.), F.R.S.C., Director, School of Hygiene, 
University of Toronto 
Panel Discussion: Community Education for Health 
Moderator: Alexander Robertson, M.B., Professor of Social and Preventive Medicine, 
University of Saskatchewan 
Panelists: Four participants from pre-convention Institute in Community Education for 
Health, to be announced. 


WEDNESDAY, JUNE 7, 4.00 p.m. 
SECTION BUSINESS MEETINGS 


Meeting places to be announced. 


WEDNESDAY, JUNE 7, 6.30 p.m. 
PRESIDENT’S RECEPTION 
Colonial Room 


ANNUAL DINNER, CANADIAN PUBLIC HEALTH ASSOCIATION, 7.30 p.m. 
Host: Province of Saskatchewan 

Presiding: F. B. Roth, M.D. 

Presentation of Honorary Life Memberships 

Address: Hon. T. C. Douglas, Premier, Province of Saskatchewan 


DANCE, Colonial Room 
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THURSDAY, JUNE 8, 9.00 a.m. 
GENERAL SESSION 
Colonial Room 


Chairman: F. B. Roth, M.D., President, Canadian Public Health Association 
Business Meeting: Canadian Public Health Association 
CONTRIBUTED PAPERS 
Chairman: A. J. Rhodes, M.D., Director School of Hygiene, Toronto 
Serological Evidence of Q-Fever in Canada 
J. A. McKiel, Ph.D., Chief, Zooroses Section, Department of National Health and 
Welfare, Ottawa and 
R. H. Elder, M.D., Chief Bacteriologist, Division of Laboratories, Ontario Depart- 
ment of Health, Toronto 
Recent Research on Q-Fever 
L. Luoto, D.V.M., Senior Veterinary Officer, Rocky Mountain Laboratory, United 
States Public Health Service, Hamilton, Montana 
Oral Poliovirus Vaccine Field Trials in Canada 
(a) Manitoba—J. Wilt, M.D. and W. Parker, M.D., Department of Bacteriology and 
Immunology, University of Manitoba, Winnipeg 
(b) Saskatchewan—R. Woodrow, M.B., H. E. Robertson, Ph.D., H. O. Dillenberg, M.D., 
M. S. Acker, M.D., Saskatchewan Department of Public Health, and D. R. MacLeod, 
M.D., W. K. Ing, M.A., and R. J. Wilson, M.D., Connaught Medical Research 
Laboratories, Toronto 
(c) Nova Scotia—to be announced. 
Canadian Contributions to International Disaster Situations 
W. S. Stanbury, M.D., National Commissioner, Canadian Red Cross Society 
Use of Systemic Fluorides by American Dentists 
S. S. Steinberg, Ed.D., Director of Public Education, American Cancer Society, 
Chicago 


THURSDAY, JUNE 8, 12.45 p.m. 


Luncheon: Colonial Room 


THURSDAY, JUNE 8, 2.15 p.m. 
GENERAL SESSION 


Colonial Room 


Chairman: M. S. Acker, M.D., Director, Regional Health Services, Saskatchewan Depart- 
ment of Public Health 
The Prevention of Chronic Diseases 
Lester Breslow, M.D., Chief, Preventive Medical Services, California State Health 
Department, Berkeley, California 
Panel Discussion 
Discussants: 
L. Horlick, M.D., Associate Professor of Medicine, University of Saskatchewan, 
Saskatoon 
H. F. Osmond, M.D., Superintendent, Saskatchewan Hospital, Weyburn 
Other discussants to be announced. 


THURSDAY, JUNE 8 


5.30 p.m. Reception and Buffet Supper 
Host: City of Regina 
Place: H.M.C.S. Queen, Regina 
8.30 p.m. “Caesar and Cleopatra” by George Bernard Shaw 
Third Saskatchewan House Summer Festival Performance 
(by permission of the festival committee) 
Directed by: Florence B. James 
Produced by: Richard Moore 
Saskatchewan House, Dewdney Avenue West, Regina 
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Association News 


National 


A meeting of the Executive Committee of 
the Canadian Public Health Association was 
held on Saturday, February 4 in Toronto 
with Dr. F. Burns Roth presiding. 

Dr. E. J. Young presented a progress re- 
port on the Consultant Advisory Service. 
Several requests for studies have been re- 
ceived and are being processed. These re- 
quests are encouraging and indicate a real 
need for this service. 


Mr. William Nicholls, C.P.H., Ontario 
Department of Health, and Dr. Henry 
Horowicz, Department of National Health 
and Welfare, were named as _ financial 
advisers to Dr. William Mosley, Honorary 
Treasurer, and the Executive Director. 


Consideration was given to annual meet- 
ings. The 1962 annual meeting will be held 
in Toronto with the Ontario Public Health 
Association and in 1963 the Association will 
meet with the Manitoba Public Health 
Association in Winnipeg. 


A committee was named to prepare a 
statement of the policy of the Association 
with regard to public health and health 
insurance. The committee will consist of the 
President, Dr. F. Burns Roth, the President- 
elect, Dr. Gordon Brown, Dr. John Hastings, 
Dr. Graham Simms, and Mr. John Sparks, 
with Dr. E. J. Young as secretary. 


Dr. W. Harding le Riche was appointed 
chairman of the Committee on Professional 
Education and will review the terms of 
. Teference of the committee and present a 
report to the Executive Council in June. 


Dr. R. G. Struthers, chairman of the 
Committee on the Recruitment of Public 
Health Personnel, advised that a new pam- 
phlet for distribution to medical students 
has been prepared and will be distributed 
through the professors of preventive medi- 
cine to students in the various faculties of 
medicine in Canada. 


The editor of the Journal reported that 
the commemorative Jubilee volume “The 
Federal and Provincial Health Services in 
Canada” had been well received and that the 
entire edition had been distributed. The 
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Committee endorsed the recommendation 
that the Association revise this volume and 
issue another printing. Publication at inter- 
vals of revised editions will make available 
an authoritative and up-to-date outline of the 
history and organization of the federal and 
provincial departments of health. 


Ontario Public Health Association 


On February 6, the Board of Directors of 
the Ontario Public Health Association met 
at the School of Hygiene, University of 
Toronto, with Dr. A. V. Hall, President, in 
the chair. Dr. A. Bull, Medical Officer of 
Health, Halton County Health Unit, was 
appointed Chairman of the recently 
organized Legislative Committee of the 
Ontario Public Health Association. The 
Membership Committee, which consists of 
the Vice-Chairman of each Section, has been 
requested to plan a membership drive. Dr. 
L. Sturgeon, Medical Officer of Health, 
Welland County Health Unit, was requested 
to prepare a brief for presentation to the 
Royal Commission on Health Services. Dr. 
A. V. Hall, President, Dr. A. M. Breuls, 
Secretary-Treasurer, and Miss M. Cahoon, 
were appointed as representatives from the 
Board of Directors of the Ontario Public 
Health Association to the Governing 
Council of the Canadian Public Health 
Association. 


On February 6, the Program Committee 
of the Ontario Public Health Association 
met under the chairmanship of Dr. G. L. 
Anderson, 2nd Vice-President, to plan the 
program for the Ontario Public Health 
Association meetings to be held October 
2, 3, and 4 at the King Edward Hotel, 
Toronto. Watch for further details about 
the program. 


Nova Scotia Branch 


An executive meeting of the Nova Scotia 
Branch of the Canadian Public Health 
Association was held in Halifax on March 
1. It was decided to hold the annual meet- 
ing of the Nova Scotia Branch on September 
27 and 28, 1961 at the Isle Royale Hotel, 
Sydney. Arrangements are being made for 
an interesting and instructive program. 
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News 

International 
Dr. George Edward Godber, Esq., C.B., 
D.M., F.R.C.P., D.P.M., Deputy Chief 


Medical Officer in the Ministry of Health of 
Great Britain has been appointed Chief 
Medical Officer of the Ministry of Health, 
Ministry of Education and the Home Office, 
succeeding Sir John Charles, K.C.B., M.D., 
F.R.C.P., D.P.M., Hon. D. Hy. Dr. Godber 
joined the staff of the Ministry in 1939. He 
was appointed senior medical officer in 
January 1946, principal medical officer in 
March 1948 and deputy chief medical officer 
in May 1950. 


Federal 


Dr. P. A. Belanger of the Quarantine, 
Immigration Medical and Sick Mariners 
Services, Department of National Health 
and Welfare, has been appointed repre- 
sentative on the NATO Medical Advisory 
Committee on Civil Defence. 


Dr. B. Primeau, Medical Consultant, 
Medical Rehabilitation and Disability Ad- 
visory Services Division, Department of 
National Health and Welfare, returned re- 
cently after eight months in Morocco where 
he served as Chief Delegate for the League 
of the Red Cross Societies and Medical 
Liaison for the World Health Organization 
in the Paralysis Relief Operation in that 
country. For some time Dr. Primeau was 
in charge of the International Red Cross 
Rehabilitation Program designed to assist 
10,000 persons affected with varying degrees 
of paralysis following the consumption of 
cooking oil which had been adulterated with 
a detergent oil intended for flushing jet 
engines. 

Miss Elizabeth Hill, Nursing Officer, 
WHO Geneva, was in Ottawa Jan. 26-28. 
The chief objective of her visit was to 
interest and if possible recruit French- 
speaking nurses for WHO assignments in 
Africa, specifically for the Congo and for 
other new African countries, formerly 


French colonies. Miss Hill's program was 
arranged by the Chief Nursing Consultant, 
Miss Dorothy M. Percy, R.N., in co-opera- 
tion with the Canadian Nurses’ Association. 

The provincial directors of public health 
nursing met with senior nursing personnel of 
the Department of National Health and 








Notes 


Welfare in the first federal-provincial nurs- 
ing conference, at Ottawa, Feb. 20-22. One 
recommendation from the conference was 
that a permanent advisory committee on 
nursing be established at an early date. 


Prime Minister John Diefenbaker has 
announced that 1,200 federal buildings in 
Canada are to be surveyed for fallout pro- 
tection in a nuclear war. The survey will 
take place from about mid-May to mid- 
August. It will seek information on the floor 
space in each building. It will also indicate 
which buildings would provide fallout pro- 
tection without improvements. Information 
will be provided on how much protection 
and for how many will be afforded in the 
buildings. 

Chief Justice Emmet M. Hall has been 
named head of the Federal Royal Commis- 
sion on Health Plans. Prime Minister 
Diefenbaker announced the appointment of 
this Commission. Chief Justice Hall has 
combined years of hospital board and Red 
Cross work with a distinguished legal career 
in Saskatchewan. 

Dr. O. M. Solandt, vice-president in charge 
of research and development for the C.N.R., 
has been appointed honorary director of the 
Canadian Mental Health Association Na- 
tional Research Fund succeeding Dr. Harvey 
Cruickshank. 


British Columbia 


An item of equipment recently purchased 
by the Health Branch through National 
Health Grants has been found most valuable 
in emergency air evacuations of poliomye- 
litis patients from the interior of British 
Columbia. This is a new type of respirator, 
designed to supply air under positive pres- 
sure to the patient’s lungs through a 
tracheotomy. 

The staffs of the Provincial Mental Hos- 
pital, the Crease Clinic, and the Valley- 
view Hospital, all institutions of the Pro- 
vincial Mental Health Services, were re- 
cently awarded full certification of their 
facilities and services by the American 
Psychiatric Association. Such accreditation 
is the first to be won by a Canadian mental 
hospital. The announcement of accreditation 
was followed shortly afterwards by the 
award of provisional certification of the 








American Psychiatric Association to the 
Woodlands School for retarded children. In 
all these accreditations, the reports made it 
clear that the quality of the staffs was the 
main reason for the awards. 


Dr. G. P. Evans has assumed the duties 
of assistant director of the Cariboo Health 
Unit at Prince George. Dr. Evans is a 
graduate of Liverpool University where he 
also obtained his D.P.H. He came to British 
Columbia from Nigeria where he served as 
a medical officer of health for three years. 


Alberta 


Plans are progressing towards the esta- 
blishment of a School for Physically Handi- 
capped Children which is to be built in 
Edmonton by the fall of 1962. The school 
will be administered by the Department of 
Education, and Mr. D. R. Cameron of that 
Department has been appointed as principal. 
The program will provide for both educa- 
tional and therapeutic services. The Pro- 
vincial Department of Public Health, city 
health departments and health units have 
been collaborating with the Department of 
Education in a preliminary census of physic- 
ally handicapped children who are presently 
unable to attend school or who might bene- 
fit by attending a special school of this kind. 


Dr. L. W. Mackey has resigned his ap- 
pointment as Medical Officer of Health with 
the Athabasca Health Unit. 


Saskatchewan 


The Hon. J. Walter Erb, Minister of 
Public Health, has anounced the establish- 
ment of the Saskatoon Rural Health Region 
—the last health region which remained 
unorganized in the province. 


Under arrangements made by the Na- 
tional Technical Advisory Committee on 
Live Polio Vaccine, Department of Na- 
tional Health and Welfare, mass immuniza- 
tion of the resident population of Prince 
Alberta, Saskatchewan with Sabin oral polio 
vaccine was undertaken in a three day pro- 
gram, commencing on February 27. The 
project was under the direction of the 
regional medical officer, Dr. Robert Wood- 
row. A team of medical experts observed 
the first oral vaccination at Queen Mary 
School. Included were Dr. R. J. Wilson, 
assistant director of the Connaught Medical 
Research Laboratories, Toronto, Dr. E. W. 
R. Best, chief of the epidemiology division 
of the Department of National Health and 
Welfare, and Dr. M. S. Acker of Regina, 
director of the provincial regional health 
services of Saskatchewan. 
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Manitoba 


The eleventh annual in-service training 
institute for sanitary inspectors was held 
Feb. 27-Mar. 3 at the University of 
Manitoba, Fort Garry. Dr. M. R. Elliott, 
Deputy Minister of Health, welcomed the 
group and Dr. H. H. Saunderson, President 
of the University, brought greetings from the 
University. The varied program included 
subjects dealing with insecticides, recent 
developments in plumbing procedures and 
new materials, poultry production, atmos- 
pheric pollution, Manitoba fishing stations, 
and practical aspects of human relationships. 


A regional orientation course on Civil 
Defence Emergency Planning was conducted 
in Winnipeg during February with 60 
persons attending representing various pro- 
vincial and federal government departments. 


Ontario 


The fourth annual refresher course in 
Public Health and Preventive Medicine was 
held Feb. 6-8 under the auspices of the 
School of Hygiene, University of Toronto. 
The course covered a wide range of subjects 
from chronic disease to radiation and the 
zoonoses. The course was of interest to 
persons other than physicians and health 
officers. There were 24 physicians attending 
the whole course and in addition there were 
one day attendances by 15 physicians, some 
of whom were hospital administrators. There 
were 5 social workers, 2 nurses, 5 hospital 
administrators, 7 veterinarians, and 5 other 
registrants. The program on zoonoses was 
provided by a group of veterinarians from 
the Ontario Veterinary College, Guelph. 


Quebec 


Commencing in September 1962 the 
University of Sherbrooke will enrol students 
in a five year course in medicine. The new 
building is to be constructed to accom- 
modate about 300 students. The new faculty 
will be headed by Dr. Gerard L. Larouche 
of Sherbrooke. This will bring the number 
of medical schools in the province to four. 
The others are Laval, McGill, and the 
University of Montreal. 


New Brunswick 

A conference of division directors and 
district medical health officers of the New 
Brunswick Department of Health was held 
in February. The conference was opened 
by Health Minister Dr. G. L. Dumont and 
the chairman was Dr. J. A. Melanson, Chief 
Medical Officer. During the meeting the 
work of the department was discussed and 
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speakers from outside the department and 
the province presented papers. 

Health Minister Dr. George L. Dumont 
has announced an extension of New Bruns- 
wick’s cancer control program to cover 
medical and surgical fees for hospital in- 
patients being treated for any proved case 
of cancer. 


NEWS NOTES 179 


Newfoundland 


Mr. W. W. Serrick, Public Health Engi- 
neer with the Newfoundland Department of 
Health, recently completed a short course in 
industrial hygiene engineering conducted by 
the Division of Occupational Health, U.S. 
Public Health Service, at Cincinnati, Ohio. 


OBITUARIES 


Fred T. Cadham, B.A., M.D., LL.D., 
F.R.C.P.(Can.), F.A.C.P. 

Fred T. Cadham died suddenly at his 
home in Winnipeg on January 29 at the age 
of 79 years. His contributions to clinical 
medicine, to bacteriology and immunology, 
and to public health were outstanding. He 
was a great teacher, for more than 40 years 
he was a member of the staff of the Medical 
College of the University of Manitoba, 
being honoured with the rank of Professor 
Emeritus on his retirement. 

Dr. Cadham was born in Winnipeg in 
1881. He graduated from the University of 
Manitoba Medical College in 1905. Follow- 
ing postgraduate studies he commenced his 
work in bacteriology and teaching. For 35 
years he was Director of the Provincial 
Bacteriological Laboratories of Manitoba 
and for 38 years was a member of the 
Manitoba Board of Health, serving as chair- 
man. He was keenly interested in medical 
research and he made important contribu- 
tions in septicaemia, asthma, and _ endo- 
carditis. 

He served overseas in World War I in 
No. 4 Casualty Clearing Station with the 
rank of major. 

He contributed much to the work of the 
Medical Council of Canada, serving for 
many years as an examiner in Public Health. 
He was a Fellow of the Royal College of 
Physicians of Canada and the Canadian 
Medical Association honoured him with 
senior membership. He was a Fellow of the 
American College of Physicians and a 
former member of the Board of Governors 
of the College. He took an active part in 
the Canadian Public Health Association 
serving as a member of the Executive 
Council and as chairman of the Laboratory 
Section. He was an honorary consultant to 
the Winnipeg General Hospital. In 1958 he 
was honoured by the University of Mani- 
toba, receiving the LL.D. degree. 

His wife Nina Elizabeth died in 1959. He 
is survived by a son, Dr. Roper G. Cadham, 
medical officer of health of Winnipeg, two 
daughters, Mrs. Kenneth Laing and Mrs. 
Hugh Smith, and a sister, Mrs. A. T. 
Forsythe. 


Peter S. Campbell, M.D. 


Dr. Peter S. Campbell, a former Deputy 
Minister of Health of Nova Scotia, and a 
past president and honorary life member of 
the Canadian Public Health Association, 
died in Nova Scotia on February 4 at the 
age of 79. 

Dr. Campbell was one of the pioneers in 
public health in Canada. For 28 years from 
1923 until his retirement in 1951 he was 
active in the public health work of Nova 
Scotia, serving first as a divisional health 
officer in 1923, and from 1933 until his 
retirement as Deputy Minister. His carefully 
planned programs resulted in continuous 
improvement in the extent and quality of 
health services in Nova Scotia. The organiza- 
tion of the Cape Breton Island Health Unit 
and the strengthening of the district health 
organizations were made possible by his 
leadership. 

Dr. Campbell enjoyed the full confidence 
of the medical professions, the government, 
and municipal and county authorities. In 
the Dominion Council of Health, of which 
he was a member for many years, his 
opinions were sought because of the sound- 
ness of his judgment. 

To the Canadian Public Health Associa- 
tion Dr. Campbell gave generous support. 
He served as President in 1938 when the 
Association first held a meeting in Halifax, 
and again welcomed the members to that 
city on the occasion of the annual meeting 
in 1948. Dr. Campbell became an honorary 
life member in 1948. 


Alexander J. Murchison, M.D. 


Prince Edward Island lost one of its 
senior administrative officers in the death on 
February 18 in his 64th year of Dr. 
Alexander J. Murchison, medical superin- 
intendent of Riverside Hospital. He was 
first appointed to the staff in 1934. He had 
been director of the Prince Edward Island 
Division of the Mental Health Association 
since 1945, High tributes of appreciation 
were expressed in the provincial legislature 
by Premier Shaw, by the Health Minister, 
Hubert MacNeil, and by the former premier, 
Alexander Matheson. 





Books and Reports 


SPOTLIGHT ON NURSING EDUCA- 
TION. The Report of the Pilot Project 
for the Evaluation of Schools of Nursing 
in Canada. Helen K. Mussallem, M.A. 
Canadian Nurses’ Association, Ottawa, 
1960, 138 pp., $3.00. 


The pilot project for the evaluation of 
schools of nursing was an examination of 
the status of the schools of nursing in 
Canada to determine their readiness for a 
program of national voluntary accredita- 
tion. The report contains observations and 
findings and recommendations made to the 
organized profession in relation to this 
purpose. It is a critical analysis of the edu- 
cational programs in the schools of nursing 
to the end that better nursing education can 
be provided. 

Four recommendations are made as a 
result of this study: (1) That a re-examina- 
tion and study of the whole field of nursing 
education be undertaken. (2) That a school 
improvement program be initiated to assist 
schools in upgrading their educational pro- 
grams. (3) That a program be established 
for evaluating the quality of nursing service 
in the areas where students in schools of 
nursing receive their clinical training. (4) 
That a program of accreditation for schools 
of nursing be developed by the Canadian 
Nurses’ Association. 

The report deserves the careful considera- 
tion not only of the members of the nursing 
profession but of all persons and agencies 
concerned with the preparation of nurses to 
care for the sick. 


CANADA 1960, THE OFFICIAL HAND- 
BOOK OF PRESENT CONDITIONS 
AND RECENT PROGRESS. Informa- 
tion Services Division Dominion Bureau 
of Statistics, Ottawa. 1960, 320 pp., $1.00. 


This factual annual survey of the Canadian 
economy is well known and appreciated in 
Canada. It presents the recent economic. 
social and cultural developments of the 
nation. The illustrations are a special feature 
of the book with several pages in colour. 
The purpose of this book is quite different 
from that of the Canada Year Book. This is 
a popular, factual presentation of Canadian 
economic, social and cultural developments. 


THE ANONYMOUS MYCOBACTERIA 
IN HUMAN DISEASE. Edited by John 
S. Chapman, M.D. Ryerson Press, 299 
Queen St. West, Toronto, Ont. 1960, 177 
pp., $8.25. 


The Sixth Annual Ivan H. Mattson 
Memorial Conference of the University of 
Texas, Southwestern Medical School, and 
Dallas Tuberculosis Association, was de- 
voted to this subject. Hundreds of cultures 
of mycobacterium from clinical specimens 
have been studied. A review of the bac- 
teriology of these anonymous organisms is 
presented and an effort made to systematize 
the diseases caused by these organisms. The 
conference dealt also with the effects and 
modes of treatment. 

The editor has succeeded in presenting 
contributions concisely and has _ included 
some of the discussion. On the basis of such 
broad coverage of the entire topic this 
volume will interest radiologists, patholo- 
gists, bacteriologists, paediatricians, inter- 
nists, and public health officers. 


AEDES AEGYPTI. THE YELLOW 
FEVER MOSQUITO: ITS LIFE HIS- 
TORY, BIONOMICS AND STRUC- 
TURE. Sir Rickard Christophers, C.LE., 
O.B.E., F.R.S. The Macmillan Co. of 
Canada Ltd., Toronto. 1960, 739 pp., 
$12.73; 


This is a work of reference. In this volume 
the author presents a full and up-to-date 
account of what is known of this species of 
mosquito, presenting the life history, bio- 
nomics and structure. The yellow fever 
mosquito is widely used as a laboratory type 
for research studies. The facts relating to 
its distribution, habits, and control are of 
outstanding importance to those responsible 
or concerned with public health in countries 
where tropical diseases occur and for fram- 
ing quarantine regulations against it, par- 
ticularly those relating to air traffic. The 
author is widely recognized as one of the 
highest authorities on the mosquito and this 
work presents the accumulated knowledge 
and wisdom of over sixty years’ research. 
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